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EDITORIAL 


First  Anniversary  Reflections 


I  his  issue  marks  the  first  anniversary  of  the  North  Carolina 
Journal  of  Mental  Health.  What  was  once  sinnply  an  idea  in 
the  minds  of  many  is  now  an  actuality.  The  hopes  that  the 
Journal  would  provide  a  forum  for  a  broad  inter-disciplinary 
communication  reflecting  the  current  thought  in  mental  health 
are  well  on  the  way  to  realization.  The  four  issues  of  Volume 
I  have  included  contributions  from  a  variety  of  professional  dis- 
ciplines with  broad  content  coverage.  We  have  been  heartened 
by  the  response  of  our  readers  which  generally  reflects  the  ap- 
propriateness of  such  a  publication. 

We  welcome  to  the  editorial  rostrum  Dr.  Bernard  Glueck, 
Sr.,  who  had  visualized  such  a  journal  several  years  ago,  and 
who  is  now  the  senior  editorial  consultant,  and  Dr.  Ben  E. 
Britt,  Director  of  Forensic  Psychiatry  for  the  State  Department  of 
Mental  Health  and  of  the  Mental  Health  Clinic  at  Central 
Prison  in  Raleigh. 

We  would  like  to  continue  the  standards  set  during  the  first 
year  of  publication.  In  this  age  of  countless  publications,  it 
would  seem  that  too  many  people  are  saying  in  too  many  ways 
too  few  things.  It  is  our  feeling,  however,  that  many  people 
who  have  something  to  say  remain  silent. 

We  shall  strive  to  present  ideas  and  material  that  should  be 
presented  while  remaining  silent  where  we  have  nothing  to 
say. 

Nicholas   E.   Stratas,  M.D. 


Problem-Solving  of  Self -Rated  Problem  Drinkers 

R.  Wayne  Harrelson,  M.S.W.,  ACSW 

Research  Social  Worker,  Program  Evaluation  Staff 

Veterans  Administration  Hospital 

Salisbury,  N.  C. 

Introductiov : 

JL  roblem  drinkers,  in  most  cases,  do  not  need  extra  attention 
in  a  mental  hospital.  The  exception,  however,  is  when  they 
show  acting-out  behavior  within  the  institution.  One  such 
incident  occurred  at  the  Veterans  Administration  Hospital, 
Salisbury,  N.  C,  the  last  weekend  in  August,  1963.  Five 
patients  became  intoxicated  on  the  hospital  grounds.  Hospital 
personnel  re-examined  their  role  with  them,  but  an  exacting 
answer  was  not  come  by.  Two  weeks  earlier  the  hospital  had 
adopted  the  Unit  System,  which  meant  large  movement  of 
patients  as  well  as  staff.  This  may  have  been  one  of  the 
causative  factors,  as  many  new  adjustments  were  needed 
between  patients  and  helpers.  The  author's  effort  to  better 
meet  these  patients'  needs  was  to  offer  a  psychiatric  group 
work  experience. 

Speed  in  providing  this  service  was  deemed  to  be  the  out- 
standing consideration;  therefore,  the  treatment  was  begun 
the  same  week  in  which  the  acting-out  occurred.  Our  patients' 
actions  showed  the  need  for  urgent  attention  from  all  staff. 
Wenneis'  and  Sapir  emphasize  the  need  for  early,  active  and 
positive  activity  with  problem  drinkers.  Planning  for  this 
group  consisted  mainly  of  the  author's  efforts  to  anticipate 
responses  in  directing  discussion  through  a  knowledge  of  the 
patient's  history  and  response  patterns.  The  group  was  for 
giving  patients  an  opportunity  to  voice  their  feelings,  especial- 
ly those  who  had  acted-out.  Klapman  speaks  to  the  freeing 
effect  that  groups  can  have  upon  patients  thusly : 

"In  the  group  transactions  private  ideation  and  conceptualization 
are  brought  into  the  open  and  all  their  facets  or  many  of  their 
facets  exjwsed.  The  individual  gets  a  'reading'  from  different 
bearings  on  the  compass,  so  to  speak.  Thus  what  may  formerly 
have  been  deemed  most  private  and  secret  acquires  an  ordinary 
appearance  of  the  commonplace  when  worked  on  and  remolded 
by  the  action  of  several  other  minds. "^ 
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The  only  requirement  for  group  participation  was  for  the 
patient  to  recognize  himself  as  a  problem  drinker.  This  was 
an  informal  rating  that  the  patient  made  of  himself  in  talking 
with  the  author,  without  definition  on  either's  part.  Participa- 
tion was  entirely  voluntary  and  primarily  for  open  ward 
(privileged)  patients.  The  membership  started  with  the  five 
mentioned  plus  ten  others  who  felt  they  were  problem  drinkers 
and  who  were  interested  in  talking  in  a  group  with  others. 
The  group  continued  to  expand  as  the  members  invited  their 
friends  to  join  in  (on  one  ward  an  informal  "natural  group" 
of  problem  drinkers  decided  one  by  one  to  enter  the  sessions.) 
We  met  once  a  week  (late  Fridays,  hopefully  to  get  them  over 
the  weekend)  for  one  hour  from  September,  1963  until 
September,  1964. 

With  the  common  bond  of  self-rated  problem  drinking  (the 
problem  drinking  being  substantiated  by  the  record  in  all  but 
7  out  of  the  sample  of  47),  it  would  be  expected  that  talk  of 
drink  would  be  the  main  focus.  This  study  was  designed  to 
determine  if  such  happened.  In  the  author's  six  years'  prior 
casework,  he  has  found  that  drinking  patients  talk  about  a 
wide  variety  of  things,  and  he  was  curious  to  know  if  this 
would  happen  during  these  sessions. 

The  Sample 

During  the  course  of  the  year,  48  meetings  were  held  with 
an  average  attendance  of  8.  There  were  17  diagnosed  alco- 
holics, 13  neurotics  and  17  psychotics.  All  were  privileged 
patients  and  at  least  near  remission,  which  may  have  been  a 
"leveling"  factor  for  diagnosis.  Their  work  records  showed 
6  professionals,  12  skilled  laborers,  11  semi-skilled  and  18 
laborers.  For  this  hospital,  the  sample  had  more  professionals 
and  skilled  laborers  than  constituted  a  representative  sample. 
Twenty-one  per  cent  were  Negro,  a  non-biasing  factor  since 
the  average  Negro  population  at  this  hospital  is  18%.  The 
average  age  was  44.7  (about  the  same  average  of  the  hospital 
population  at  that  time) ,  ranging  from  32  to  51  years.  Twenty- 
two  were  married,  7  separated,  7  divorced,  1  widowed  and 
10  single.  More  single  men  would  be  included  in  a  representa- 
tive sample.  At  the  termination  of  the  group  sessions,  70% 
were  out  of  the  hospital ;  however,  10  left,  returned,  and  left 
again  by  the  end.  None  of  the  original  15  remained.  Two 
members  signed  requests  to  leave  the  hospital  against  medical 
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advice  and  7  eloped  (4  elopers  returned  of  their  own  accord.) 
The  patients'  reports,  staff  comments,  and  the  records  show 
that  none  in  the  group  imbibed  alcohol  again  on  the  hospital 
grounds  by  the  sessions'  end.  It  is  felt  that  the  interest  shown 
these  patients  by  the  overall  staff  figures  strongly  in  this 
achievement. 

Method  of  Study 

Thirteen  sessions  were  process  recorded — the  first  one  and 
the  last  meeting  each  month.  Taped  sessions  would  have  been 
desirable,  but  a  tape  recorder  was  not  available  at  the  time 
the  sessions  were  held.  Covner'  and  Froelich'  have  made 
studies  in  analyzing  the  accuracy  of  written  reports  against 
recorded  counseling  interviews.  Wilkie  has  reviewed  their 
works  and  relates  that  their  studies  have  "...  yielded  very 
much  the  same  results — in  general,  a  large  part  of  the  client's 
interview  is  not  recorded  but  what  is  recorded  is  accurate."  " 
The  basic  patterns  of  problem-solving  were  made  possible  by 
the  "Problem-Solving"  response  categories  developed  for 
groups  by  Heyns  and  Berkowitz  for  the  Conference  Research 
Project,  University  of  Michigan." 

The  categories  and  definitions  used  in  this  study  were : 
Goal-Setting :  Establish  or  suggest  goals  or  objectives  which 
are  concerned  with  ends  to  be  obtained.  Problem-Proposing: 
Presentation  of  a  problem  concerned  with  means  to  ends  or 
goals.  Information-Seeking :  Seeking  to  obtain  information  of 
an  objective,  factual  or  technical  nature  and  citing  examples 
or  illustrations.  Information-Giving :  Providing  objective, 
factual  or  technical  information  and  citing  examples  or 
illustrations.  Solution-Proposing :  Indications  of  solutions  to 
problems  which  are  suggested  means  to  ends.  Supportiyig: 
Indication  of  agreement  or  approval  of  a  suggestion  or  solution 
proposal.  Included  here  are  indications  of  approval  of  the  fact 
that  another  has  contributed,  whether  approval  of  content  is 
present  or  not.  Opposing:  Characterized  by  opposition  to, 
resistance  to,  or  disagreement  with  a  suggestion,  solution, 
interpretation  etc.  Responses  which  point  out  obstacles,  diffi- 
culties or  objections  are  included  here.  Using  the  above 
categories,  the  unit  of  measurement  was  a  sentence  response. 
Also,  the  actual  problem  most  discussed  in  each  session  is 
noted,  as  well  as  an  analysis  of  the  problems  presented 
sentence  by  sentence. 
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GRAPH  1 
PATIENT  AND  CASEWORKER  PROBLEM-SOLVING  RESPONSES 


Patient 
Caseworker 


Findings  and  Remarks 

The  percentages  of  response  frequencies  for  patients  and 
caseworker  in  the  various  problem-solving  categories  are 
shovi^n  in  Graph  1.  A  total  of  796  responses  v^ere  categorized 
—625  (79%)  for  the  patients  and  171  (21%)  for  the  case- 
v^orker.  The  patients  actively  "carried  the  ball." 

Goal-Setting:  Although  this  category  is  not  one  of  the 
highest  patient  response  categories,  the  author  believes  the 
number  is  outstanding.  The  high  rate  of  movement  out  of  the 
hospital  shows  this  group  put  "feet  to  their  goal"  of  leaving 
the  hospital.  They  were  forthright  and  used  a  minimum  of 
defense  mechanisms.  As  would  be  expected,  the  caseworker's 
greatest  number  of  responses  is  in  this  category. 

Problem-Proposing :  This  is  high  for  the  patients,  reflecting 
goal-centered  thinking.  They  were  thinking  in  terms  of  goals 
— the  goals  being  the  end  and  the  problems  presented,  the 
means.  The  caseworker  was  low  in  this  category,  showing  the 
patient-centered  approach  which  was  taken. 

Information-Seeking :  This  category  received  the  lowest 
number  of  patient  responses  which  would  indicate  their  lack 
of  reality-testing  and,  perhaps,  their  impulsiveness — "do  (or 
say)   something  and  ask  questions  later."  Since  this  was  an 
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interim  treatment  group  rather  than  an  admission  group,  the 
caseworker  did  not  seek  much  information.  The  type  of 
information  sought  concerned  patterns  of  responses  and 
interaction  and  was  not  amenable  to  direct  seeking,  but  rather 
observation.  The  caseworker's  low  checking  here  may  also 
indicate  he  was  fairly  confident  of  his  knowledge  of  his 
patients. 

Information-Giving :  The  highest  number  of  patient  re- 
sponses fell  in  this  category.  More  of  a  balance  between  giving 
and  seeking  information  would  have  been  expected.  Anyway, 
"just  talking"  was  a  fairly  acceptable  way  of  easing  their 
anxiety  and  other  emotions.  This  category  was  second  highest 
for  the  caseworker.  The  information  given,  in  many  cases, 
concerned  the  patients'  going  home,  as  much  of  the  information 
sought  by  them  was  on  this  subject. 

Solution-Proposing:  A  high  number  of  patient  responses 
fell  here,  indicating  that  they  were  trying  hard  to  solve  their 
problems.  Some,  however,  did  superficial  solution-proposing 
with  remarks  such  as,  "When  I  get  discharged,  that  will  solve 
most  of  my  problems."  Percentage  wise,  the  caseworker 
ranked  a  little  lower  in  solution-proposing  than  the  patients. 
He  was  much  more  concerned  with  encouraging  motivation 
rather  than  offering  suggestions  to  solve  their  problems. 

Supporting :  This  was  another  high  frequency  category  for 
the  patients,  showing  much  agreement  among  themselves  on 
the  topics  introduced  and  discussed.  Their  common  bond  in 
considering  themselves  to  be  problem  drinkers  probably  figures 
here  (alcohol,  the  great  equalizer.)  The  caseworker  ranked 
about  average  in  supporting  statements.  "Support"  was  offered 
when  he  gently  recognized  what  the  patients  said  even  in 
responses  to  which  he  did  not  agree.  Due  to  the  high  depend- 
ency needs  of  most  problem  drinkers,  you  might  expect  a 
higher  caseworker  response  in  this  category. 

Opposing:  The  fact  that  the  patients  were  very  high  on 
opposing  and  supporting  shows  a  lot  of  ambivalence,  suggest- 
ing that  this  group  had  strong  likes  as  well  as  dislikes.  They 
did  become  involved  with  each  other!  The  caseworker  was 
lowest  in  opposing,  due,  of  course,  to  his  treatment  orienta- 
tion. Direct  challenging  does  not  often  lead  to  a  productive 
course  of  work,  but  some  is  necessary.  The  patients,  too,  were 
so  active  in  this  area  that  it  was  not  necessary  for  the  case- 
worker to  be  so  active  in  a  challenging  role. 
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Table  1 
PROBLEMS  BROUGHT  FORTH  BY  PATIENTS 

(The  most  discussed  by  session) 

First  Session  Disposition 

Fourth  Session  Marital 

Eighth  Session  Disposition 

Twelfth  Session  Marital 

Sixteenth  Session  Work 

Twentieth  Session  Emotions 

Twenty-fourth  Session  Emotions 

Twenty-eighth  Session  Hospitalization 

Thirty-second  Session  Emotions 

Thirty-sixth  Session  Community 

Fortieth  Session  Community 

Forty-fourth  Session  Marital 

Forty-eighth  Session  Hospitalization 

In  no  session  was  problem  drinking  the  most  discussed 
subject,  although  it  was  the  third  most  discussed  subject  in 
the  fourth  and  sixteenth  sessions. 

Emotions  (anxiety,  depression,  insecurity,  fears  and  painful 
delusions)  tied  with  marital  problems  for  the  subject  brought 
out  the  most  by  the  patients  in  the  sessions.  Each  was  mainly 
centered  upon  during  three  of  the  thirteen  recorded  sample 
sessions.  Emotions  were  centered  upon  due  to  the  patients' 
uneasiness,  and  they  welcomed  the  opportunity  to  let  out  some 
of  their  bottled-up  feelings.  Marital  problems  were  often  the 
result  of  role  conflicts,  lack  of  understanding  of  the  other  and 
loneliness,  as  well  as  differences  over  child  care.  As  these  men 
needed  their  wives  more  and  more,  it  seemed  that  they  ex- 
perienced a  less  and  less  satisfying  emotional  relationship.  The 
usual  pains  and  frustrations  of  married  life  were  confusing, 
often  bewildering,  and  they  experienced  a  lot  of  accumulated 
hurt. 

Next  came  adjustment  problems  associated  with  hospital- 
ization, disposition  (problems  planning  trial  visits  or  dis- 
charges), and  community  problems.  Each  of  these  topics 
mainly  occupied  two  sessions.  Problems  with  hospitalization 
may  indicate  that  the  patients  (1)  projected  upon  the  hospital 
an  unbearable  part  of  themselves,   (2)    resisted  control,  or 
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(3)  were  impatient  with  the  time  required  to  work  toward 
outside  living.  On  the  surface,  nevertheless,  most  used  the 
hospital  well  as  shown  by  their  privilege  status.  Talk  of  dis- 
position was  expected  for  these  patients  since  this  is  the  usual 
next  step  once  a  patient  achieves  privilege  status.  Community 
problems  were  high  due  to  the  active  emphasis  that  these 
patients  put  upon  being  committed.  Commitments  often  leave 
deep  scars,  although  this,  in  acute  cases,  is  necessarily  the 
community's  way  of  dealing  with  them.  Talk  of  work 
dominated  one  session.  This  is  reflective  of  the  high  percentage 
of  professional,  skilled  and  semi-skilled  workers  in  the  group. 
With  such  work  ties,  it  is  easy  to  understand  that  work  would 
be  the  prime  subject  of  at  least  one  of  the  thirteen  recorded 
sessions. 

GRAPH  2 

VARIOUS   PROBLEMS   DISCUSSED    BY    PATIENTS 
IN  THE  THIRTEEN  SAMPLE  SESSIONS 


Problem  : 


Responses: 


Emotional 
Hospitalization 


120 


135 


Marital 


84 


Community 

Group   Adjustment 

Disposition 

Work 

HHH^^HH 

Drinking 

1    40 

Relatives    (Not  wife) 

1     37 

Legal 

i^l^l     19 

Benefits 

HHI  16 

Physical  Health 

■  « 

56 


49 
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Only  patient  verbalizations  are  recorded  in  this  graph  (there 
are  somewhat  more  than  in  the  problem-solving  responses, 
since  sometimes  in  a  long  sentence  more  than  one  problem 
would  be  referred  to.)  The  individual  patient  unit  of  response 
is  not  related  to,  due  to  the  highly  transient  membership  of 
this  group.  Problem  drinking  was  the  eighth  of  twelve  problem 
areas  brought  forth.  The  group  adjustment  category  is  note- 
worthy and  understandable  when  reference  is  made  back  to 
the  high  supporting  versus  opposing  in  the  problem-solving 
categories.  No  further  elaboration  is  made  since  the  areas 
have  been  talked  to  in  the  main  problems  presented  session 
by  session. 


Conclusion 

(1)  Self-rated  problem  drinkers  are  active  in  basic  problem- 
solving,  as  indicated  by  their  high  patterns  of  problem- 
proposing  and  solution-proposing.  To  a  lesser  extent,  their 
goal-setting  responses,  too,  suggest  this.  There  may  have  been 
more  talk  about  drinking  in  the  problems  brought  forth  if 
all  had  been  diagnosed  alcoholics.  Self-rated  problem  drinkers, 
however,  do  not  talk  predominantly  about  drinking.  This  is 
shown  by  the  analysis  of  the  main  topics  introduced  by  the 
patients  in  the  recorded  sessions,  as  well  as  by  a  total  listing 
of  the  sentence  responses  of  problems  related  to  by  the 
members.       i 

(2)  The  caseworker  was  primarily  a  goal-setter,  information- 
giver  and  supporter.  The  problems  focused  upon  and  move- 
ment out  of  the  hospital  indicate  he  offered  a  therapeutic 
relationship. 


Implications 

(1)  From  the  findings  of  this  study,  personnel  in  mental 
hospitals  should  find  it  both  productive  and  rewarding  to  offer 
group  experiences  to  self-rated  problem  drinkers. 

(2)  Group  treatment  is  very  suitable  to  self -rated  problem 
drinkers,  and  problem-solving  activity  can  be  expected  in 
great  abundance.  Their  verbalized  desire  for  a  group  experi- 
ence can  be  trusted! 
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APA  'Position  Statemenf  on  Alcohol  Problems 

The  Council  of  the  American  Psychiatric  Association  has 
issued  a  'Position  Statemenf  '  regarding  the  responsibility  of 
psychiatrists  and  other  physicians  for  alcohol  problems.  It 
reads : 

"An  adequate  national  attack  on  alcohol  problems  -  neces- 
sarily requires  the  application  of  the  knowledge  of  many 
professionals,  reinforced  by  broad  citizen  support.  Psychia- 
trists together  with  general  physicians  and  other  medical 
specialists  have  a  continuing  obligation  and  responsibility  for 
contributing  their  relevant  clinical  knowledge  and  skills  to 
the  treatment  and  prevention  of  alcohol  problems.  It  is  urgent 
and  imperative  that  psychiatrists  and  other  physicians  better 
prepare  themselves  for  their  proper  role  in  attacking  these 
problems  on  a  national  scale  that  the  medical  contribution 
may  become  far  more  telling  than  it  has  been  in  the  past. 

"Existing  programs  in  the  community  for  the  management 
of  alcohol  problems  are  generally  inadequate  and  need  expan- 
sion and  acceleration.  General  medical  and  psychiatric  facili- 
ties, including  general  hospitals  and  psychiatric  facilities, 
commonly  discriminate  against  the  patient  with  alcohol  prob- 
lems. Such  meager  services  as  they  do  render  are  offered  in  a 
spirit  of  therapeutic  pessimism.  What  is  needed  are  properly 
equipped  and  adequately  staffed  wards  prepared  to  offer 
prompt  and  adequate  treatment  of  acute  and  chronic  physio- 
logical, psychological,  and  social  disturbances  associated  with 
alcohol  problems,  and  all  of  this  in  close  collaborative  rela- 
tionship with  other  community  agencies  concerned  with  the 
management  of  such  problems.  The  principle  of  a  continuum 
of  services  in  the  community  applies  here  as  well  as  to  other 
kinds  of  disorders. 

"All  prepayment  plans  for  defraying  the  cost  of  medical 
care  through  insurance  should  cover  the  person  with  present 
symptoms  of  alcohol  problems  who  seeks  treatment  in  medical 
settings  on  the  same  basis  as  for  other  illnesses. 

"Medically  speaking,  every  person  with  alcohol  problems 
should  have  the  benefit  of  comprehensive  diagnostic  study 
including  an  assessment  of  his  general  health,  his  mental  and 
emotional  condition,  and  his  social  and  economic  adjustments. 
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To  concentrate  exclusively  on  "the  drinking  problem"  per  se 
is  to  neglect  the  possibility  of  related  diseases  and  various 
social  and  economic  factors  of  possible  critical  import. 

"Treatment  should  reflect  closely  the  results  of  careful 
diagnostic  evaluation.  As  treatment  progresses,  furthermore, 
therapists  should  maintain  continuous  surveillance  of  the 
effects  of  that  treatment  and  of  intercurrent  changes  in  the 
patient's  condition.  Critical  review  should  continuously  de- 
termine whether  treatment  is  effective,  appropriate,  and  ade- 
quate. 

"The  patient  and  his  problems  with  alcohol  are  affected  by 
his  social  environment  but  they  also  affect  that  environment. 
Treatment  programs  should  take  this  into  account.  Persons 
whose  training  is  other  than  medical  or  psychiatric  con- 
tribute substantially  to  the  understanding  and  management 
of  the  patient.  The  treating  physician  should  be  willing  to 
consult  and  collaborate  with  non-medical  individuals  and  in- 
stitutions involved  with  assuming  administrative  or  other 
non-medical  responsibilities  in  doing  so.  Such  individuals  in- 
clude clinical  psychologists,  social  workers,  nurses,  clergymen, 
vocational  rehabilitation  counsellors,  policemen  and  others 
with  qualifying  education  and  background.  Especially  helpful 
with  selected  patients  are  organizations  such  as  Alcoholics 
Anonymous.  When  collaborating  or  consulting  with  non- 
medical persons  and  organizations,  the  physician  will,  of 
course,  be  always  mindful  of  his  medical  obligations  to  his 
patient.  He  has  neither  legal  nor  moral  authority  to  abandon 
those  obligations. 

"Present  research  activities  investigating  the  nature  aud 
causes  of  alcohol  problems  are  both  commendable  and  produc- 
tive. They  have  not  yet,  however,  reached  levels  commen- 
surate with  the  magnitude  of  the  alcohol  problem  and  its 
threat  to  our  society.  Urgently  needed  are  greatly  increased 
public  and  private  monies  for  research,  expanded  research 
institutes  and  programs,  and  large  numbers  of  fully  trained 
personnel  to  conduct  these  institutes  and  programs.  Proce- 
dures should  also  be  developed  which  will  greatly  accelerate 
the  adaption  of  research  findings  to  the  problems  of  patients 
and  their  promulgation  to  personnel  involved. 

"We  urge  members  of  the  Association  to  work  with  others 
in  their  communities  for  more  adequate  services  for  patients 
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with  alcohol  problems  in  the  context  of  this  statement.  We 
record  our  conviction  of  the  need  for  undergraduate  and 
graduate  medical  educators  in  general,  and  psychiatric  edu- 
cators in  particular,  to  orient  medical  students  in  these  con- 
structive directions." 


1  "Concerning  Responsibility  of  Psychiatrists  and  Other  Physicians  for  Alcohol  Prob- 
lems." Position  Statement  Authorized  by  the  Council  of  the  American  Psychiatric  As- 
sociation,  February    1965. 

2  "Alcohol  Problems"  is  used  in  preference  to  "alcoholic"  and  "alcoholism"  which, 
in  the  view  of  the  APA,  are  stereotyping  and  oversimplifying,  suggesting  that  all  per- 
sons with  alcohol  problems  suffer  from  the  same  affliction.  They  do  not,  of 
course,   except   in   the   sense   that   drinking   alcohol    is   contraindicated   for   them. 
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Development  of  a  Local  Application  For 

Comprehensive  Mental  Health  Center 

Construction* 

Thomas  R.  Howerton 
Administrator,    M^ilson    Memorial  Hospital 


JUest  anyone  get  the  idea  that  he  is  about  to  hear  the 
word  from  an  expert  on  comprehensive  mental  health  treat- 
ment centers,  let  me  clarify  the  facts  immediately.  I,  like 
you,  am  a  local  volunteer  mental  health  worker  in  my  county 
mental  health  association  and  happen  to  be  a  hospital  admin- 
istrator. I  have  about  the  same  background  in  mental  health 
as  do  you,  so  you  are  gathered  today  to  hear  a  layman  speak 
rather  than  a  professional  expert. 

The  program  committee,  in  planning  this  meeting,  wished 
to  bring  before  you  someone  who  had  been  involved  at  the 
local  level  in  preparing  an  application  for  a  grant  to  construct 
a  local  comprehensive  mental  health  treatment  center.  Now, 
they  could  have  invited,  I'm  sure.  North  Carolina's  Com- 
missioner of  Mental  Health,  Dr.  Eugene  Hargrove,  or  any 
one  of  a  number  of  his  associates,  to  appear  at  this  session 
to  give  you  an  outline  of  the  manner  in  which  you  go  about 
making  such  an  application.  But,  as  I  understand  it,  they 
hoped  to  find  someone  actually  participating  in  planning  at 
the  local  level  to  describe  his  experience  to  those  of  you  who 
are  about  to  begin  the  task  of  developing  one  of  these  applica- 
tions. Furthermore,  your  planning  committee  did  not  choose 
to  request  someone  whose  application  has  already  been  ap- 
porved  to  make  this  presentation.  Anyone  who  has  developed 
and  processed  an  application  that  has  received  approval  is  in 
the  pro  ranks.  Let  me  hasten  to  state  that  my  amateur  stand- 
ing is  still  intact — but  I  plan  to  lose  it  within  the  week  if  our 
proposed  plan  receives  final  approval.  At  present  I  am  a  lay- 
man in  mental  health  work  in  every  sense  of  the  word. 

In  Wilson  County  we  are  in  the  process  of  developing  our 
application.  It  has  been  finished,  but  has  not  received  final 
formal  approval. 

I  am  involved  with  the  Wilson  application  from  two 
directions.  First,  I  am  a  member  of  the  Wilson  County  Mental 


*  Presented    at    a    Workshop    Laboratory    on    Mental    Health    Center    Programming    and 
Organization,   held  at  Pisgah   View   Ranch,   Candler,   N.   €.,   June   12,    1966. 
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Health  Advisory  Board,  a  group  of  people  appointed  by  the 
Wilson  County  Commissioners,  to  oversee  and  advise  on 
mental  health  treatment  services  in  the  county ;  and  I  am  also 
Administrator  of  Wilson  Memorial  Hospital.  I  trust  you  will 
see  how  these  two  responsibilities  coincide  in  the  development 
of  our  mental  health  treatment  center  application. 

Background  history  and  past  treatment  activities  are  most 
important  in  developing  a  comprehensive  treatment  center 
application.  To  make  my  presentation  more  meaningful  I 
will  take  a  few  minutes  to  go  into  the  Wilson  County  history 
and  past  operation  of  mental  health  treatment  services. 
Wilson  County  was  one  of  the  first  counties  in  North  Carolina 
to  have  a  mental  health  clinic.  It  was  established  in  March 
1959  through  the  efforts  of  the  Wilson  County  Mental  Health 
Association  with  the  aid  of  the  Wilson  County  Commissioners. 
There  were  no  treatment  services  in  surrounding  counties  at 
the  time  of  the  establishment  of  our  clinic.  In  addition  to 
serving  Wilson  County,  it  also  provided  services,  on  a  contract 
basis  at  various  times,  to  four  adjoining  counties.  Services 
were  decreased  as  these  counties  developed  their  own  clinics. 
The  Wilson  County  Mental  Health  Clinic  now  serves  Wilson 
County  and,  on  a  contract  program,  only  one  county.  In 
September  1960,  the  State  Hospitals  Board  of  Control  estab- 
lished a  full-time  aftercare  clinic  in  Wilson  County  as  an 
ancillary  service  of  Cherry  Hospital.  Purpose  of  this  clinic 
was  to  follow  up  patients  discharged  from  state  mental 
hospitals.  The  fact  that  both  of  these  clinics  are  still  operating 
in  Wilson  County  places  us  in  the  fortunate  position  of  having 
two  psychiatrists  in  our  county.  In  September  of  1964,  our 
new  254  bed  Wilson  Memorial  Hospital  was  opened.  In  our 
hospital  there  are  now  six  beds  to  provide  mental  health 
treatment  services. 

In  addition  to  serving  at  the  clinics,  our  two  psychiatrists 
have  medical  staff  appointments  at  the  hospital.  Our  hospital 
has  just  completed  its  21st  month  of  operation  and  is  becoming 
the  focal  point  for  a  rapidly  developing  medical  complex.  We 
inherited  a  diploma  school  of  nursing  which  has  doubled  in 
enrollment.  Two  large  private  medical  clinics  are  located 
adjacent  to  the  hospital  which  provide  the  nucleus  for  our 
excellent  medical  community.  We  are  currently  engaged  in 
developing  a  long-range  hospital  building  development  pro- 
gram; our  institution  is  already  crowded. 
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We  started  working  two  years  ago  on  a  planning  project 
in  Wilson  County  that  would  fit  into  the  state  planning  project 
for  mental  health.  As  soon  as  North  Carolina's  Comprehensive 
Mental  Health  Plan  was  completed,  we  submitted  a  prelimi- 
nary application  to  the  State  Department  of  Mental  Health 
asking  that  we  be  permitted  to  submit  an  application  for  a 
grant  to  construct  a  comprehensive  treatment  center. 

In  the  State  Plan,  Wilson  County  is  grouped  in  Area 
Twenty-Three  along  with  Edgecombe  and  Nash  Counties. 
Since  these  two  counties  already  had  a  joint  clinic  operating 
in  a  neighboring  town  and  desired  to  apply  for  a  grant  for  a 
comprehensive  treatment  center  themselves,  we  requested  the 
State  Department  of  Mental  Health  to  allow  us  to  look  for 
a  companion  elsewhere  that  would  enable  us  to  meet  the 
minimum  population  requirements.  Wilson  County,  with  only 
60,000  people,  fails  to  meet  the  population  requirements. 

Since  we  were  already  serving  Greene  County  on  a  contract 
arrangement,  we  elected  to  move  in  that  direction  for  a 
companion.  The  marriage  is  a  natural  one.  There  is  no  hospital 
in  Greene  County.  There  is,  also,  no  large  business  center  in 
the  county.  Most  of  the  hospital  traffic  and  the  business  traffic 
in  Greene  County  flows  into  Wilson,  the  county  seat  of  Wilson 
County.  The  health  officer  in  Wilson  County  also  serves 
Greene  County. 

In  the  State  Plan,  Greene  County  is  grouped  in  Area  Twenty- 
Five  along  with  Lenoir,  Craven,  Jones,  Carteret  and  Pamlico 
counties.  We  received  approval  from  the  State  Department 
of  Mental  Health  to  pull  Wilson  and  Greene  Counties  together 
in  the  proposed  comprehensive  treatment  center  operation. 
I  bring  this  out  to  indicate  that  the  State  Department  of 
Mental  Health  allows  latitude  in  the  grouping  of  counties 
into  areas  despite  groupings  set  forth  in  the  State  Plan. 

We  were  then  ready  to  begin  work  on  our  comprehensive 
treatment  center  narrative  application  to  be  submitted  to  the 
State  Department  of  Mental  Health. 

Much  of  the  information  I  have  already  covered  in  relation 
to  our  past  history  is  included  in  the  first  section  of  our 
application.  The  first  section  also  includes  a  narrative  de- 
scription of  the  operation  of  our  two  clinics  and  our  hospital 
treatment  services.  We  also  included  in  this  section  the  general 
population,  economic  and  social  statistics  of  Wilson  County 
and  Greene  County.  We  have  a  combined  population  of  about 
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75,000  people,  a  heavy  Negro  population,  a  low  per  capita 
income,  a  high  rate  of  illegitimacy  and  a  low  education  attain- 
ment record.  These  factors  contribute  to  a  high  incidence  of 
mental  illness.  They  indicate  planning  was  sound  in  locating 
both  a  mental  health  clinic  and  an  aftercare  clinic  in  our 
particular  area. 

After  completing  Section  One  of  our  application,  we  then 
gave  close  study  to  the  five  service  requirements  of  the  Federal 
Law  governing  comprehensive  treatment  center  operations. 
They  are  inpatient  services,  outpatient  services,  emergency 
services,  partial  hospitalization  and  consultation  and  educa- 
tion. In  reviewing  our  present  clinic  operating  programs, 
we  found  that  we  were  providing,  in  one  way  or  another,  all 
of  these  required  services.  There  remained  in  the  second 
section  of  our  application  under  Part  I  the  matter  of  defining 
and  clarifying  these  programs  and  supporting  them  with 
proper  statistics. 

After  this  work  was  completed,  we  began  work  on  Part  II 
of  our  application  which  calls  for  organization  and  operation 
of  a  comprehensive  mental  health  treatment  center  to  serve 
Wilson  and  Greene  counties. 

Since  there  are  two  counties  involved,  we  are  required  to 
work  out  a  plan  at  the  local  government  level  of  the  organi- 
zation that  would  control  the  operation  and  furnish  the  seat 
of  authority  for  the  center.  At  the  same  time  we  sought  the 
best  geographical  location  for  the  center. 

It  was  evident  that  the  most  logical  and  desirable  location 
of  the  center  should  be  on  the  site  of  Wilson  Memorial  Hospi- 
tal. It  is  the  hospital  center  for  the  two  counties.  It  already 
has  inpatient  treatment  services,  and  the  hospital  site  is  of 
adequate  size  to  accommodate  the  center.  It  was  next  decided 
that  the  center  would  be  operated  in  two  major  divisions. 
Inpatient  and  emergency  services  would  be  handled  in  a 
revised  psychiatric  service  in  the  Wilson  Memorial  Hospital 
with  outpatient  and  day  care  services  provided  in  the  treat- 
ment center — located  on  the  hospital  grounds. 

Figure  #1  sets  up  lines  of  authority  for  adoption  of  operat- 
ing policies  for  proposed  services  of  the  center. 

The  treatment  center  will  be  built  in  Wilson  County.  The 
Wilson  County  Commissioners  have  agreed  to  appropriate 
local  funds  required  for  construction  of  the  center.  We  would 
welcome  Greene  County  financial  participation  in  the  cost  of 
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construction,  but  realize  that  such  assistance  is  not  likely  to 
be  forthcoming.  Accordingly,  the  Wilson  County  Commis- 
sioners are  named  the  Mental  Health  Authority  for  the  center. 
The  Board  of  Trustees  of  Wilson  Memorial  Hospital  serves 
as  an  advisory  board  to  the  County  Commissioners  for  in- 
patient services  since  they  M^ill  be  located  in  the  Wilson 
Memorial  Hospital  and  will  eventually  become  an  integral 
part  of  the  hospital's  organizational  structure.  The  Mental 
Health  Advisory  Board  advises  the  Wilson  County  Commis- 
sioners on  the  operations  in  the  treatment  center  building. 
We  suggested  the  enlargement  of  the  Wilson  County  Mental 
Health  Advisory  Board  from  seven  to  nine  members,  to  make 
it  a  Wilson-Greene  Mental  Health  Advisory  Board  with  the 
additional  two  members  being  recommended  to  the  Wilson 
County  Commissioners  by  the  Greene  County  Commissioners 
to  give  Greene  County  representation  at  the  policy  level  in  the 
treatment  center  operation.  As  I  stated,  Wilson  County's  Com- 
missioners will  appropriate  all  local  funds  for  construction 
of  the  center.  We  proposed  that  all  local  operating  funds  for 
the  center  be  allocated  on  a  formula  basis  with  75  per  cent 
from  Wilson  County  and  25  per  cent  from  Greene  County. 
This  proposal  has  been  accepted  and  approved  by  both  coun- 
ties. We  then  considered  our  hospital  inpatient  services  and 
decided  to  enlarge  our  present  six  bed  service  to  nineteen  beds 
in  the  existing  hospital.  We  do  not  plan  to  add  bed  space  at  the 
present  time  and  will  use  our  grant  for  construction  of  the 
outpatient  service  center  on  the  hospital  grounds.  We  expect 
this  structure  to  cost  about  $176,000.00  with  the  Wilson  County 
Commissioners  allocating  $26,400.00  of  this  amount  and  the 
remainder  coming  from  the  state  (22%)  and  the  Federal 
(63%)  governments  through  the  comprehensive  mental 
health  center  construction  grant. 

We  are  outlining  all  this  in  Part  H  of  the  narrative 
application  supported  by  resolutions  from  the  two  Boards  of 
County  Commissioners,  along  with  contractual  agreements 
between  the  center  and  the  hospital,  Civil  Rights  resolutions 
etc.  This  legal  work  is  required  to  substantiate  a  policy  that 
no  one  will  be  denied  services,  that  anyone  qualifying  for  one 
service  will  not  be  denied  another,  and  so  on.  Our  application 
also  goes  into  considerable  detail  to  explain  the  reasons  for 
locating  the  center  at  the  hospital,  its  easy  access  to  all  those 
who  will  be  served  and  the  transportation  means  by  which 
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they  can  get  to  the  center  and  to  the  hospital  for  service. 

It  was  then  our  task  to  set  up  the  operating  program  of  the 
comprehensive  mental  health  treatment  center.  Figure  #2 
(on  following  page)  establishes  the  format  for  the  operating 
program  of  the  center. 

There  are  two  psychiatrists  in  Wilson.  These  two  physicians 
are  specialists  in  adult  psychiatry  and  in  rehabilitative  ther- 
apy. A  close  examination  of  our  present  program  reveals  a 
weakness  in  children's  services  and  in  community  services. 
Accordingly,  we  see  a  need  to  plan  three  teams  for  our  center 
(if  we  can  find  the  personnel.) 

On  the  chart  you  will  see  that  the  chief  of  psychiatric 
service  in  the  hospital  will  oversee  the  hospital  services.  The 
chief  may  be  any  one  of  the  three  psychiatrists  that  we  hope 
to  have  in  the  three  team  approach  in  the  center.  The  psy- 
chiatric service  will  take  its  place  in  our  medical  staff  organi- 
zation as  a  new  clinical  department.  Responsibility  to  serve 
as  chief  will  be  rotated  as  similar  responsibility  is  rotated  in 
other  clinical  departments  in  our  hospital.  Under  hospital 
services  section  we  will  provide  for  emergency  services,  in- 
tensive care,  hospitalization,  and  night  care.  Psychiatry  is  an 
important  part  of  medicine  and  the  benefits  of  up-to-date 
psychiatric  practice  and  knowledge  should  be  made  available 
to  patients  in  all  hospitals. 

In  the  treatment  center  there  will  be  three  divisions,  in- 
cluding a  Division  of  Adult  and  Preventive  Psychiatry,  a 
Division  of  Rehabilitation,  and  a  Division  of  Community  and 
Children's  Services.  Each  of  the  divisions  will  be  headed  by 
a  psychiatrist  and  one  of  them  will  serve  as  the  director  of 
the  center.  It  will  be  necessary,  of  course,  to  staff  each  divi- 
sion with  other  needed  personnel. 

Under  the  Division  of  Adult  and  Preventive  Psychiatry,  we 
will  provide  such  services  as  marriage  counseling,  intensive 
therapy,  family  therapy,  supportive  therapy,  psychological 
testing,  and  others. 

Under  the  Division  of  Rehabilitation,  we  will  provide  day 
care  in  the  center,  aftercare,  alcoholic  education  and  therapy, 
the  drug  program,  mental  retardation  services,  vocational  re- 
habilitation, casework,  psychological  testing  and  others. 

Under  the  Division  of  Community  and  Children's  Services, 
we  will  provide  screening  of  law  enforcement  officers;  jail 
visits;  work  v^dth  hospital,  welfare,  ministers,  courts,  and 
health   department;   nursing   homes,   research,   testing,   play 
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therapy,  education,  neurological  examinations  and  others. 

Our  proposed  budget  for  the  operation  of  this  center  is 
almost  $160,000.00  per  year.  These  funds  will  come  from  the 
Wilson  and  Greene  County  Commissioners,  from  patient  fees, 
from  the  State  of  North  Carolina,  and,  we  hope,  at  the  begin- 
ning, from  a  Federal  Mental  Health  Staffing  Grant.  We  now 
have  in  process  an  application  for  a  staffing  grant. 

Now  we  have  completed  Part  II,  and  that  brings  us  to  Part 
III  which  is  concerned  with  the  treatment  center  itself.  In 
this  part  we  are  describing,  in  detail,  the  location  of  physical 
facilities  for  hospital  services.  It  also  includes  a  sketch  and 
comprehensive  description  of  the  building  that  will  house 
other  services  of  the  center. 

Figure  #3  (on  following  page)  is  a  preliminary  sketch  of  the 
proposed  floor  plan.  Appropriate  changes  are  being  made  daily. 

At  the  front  we  find  the  lobby  and  waiting  area,  a  reception 
and  business  area  and  rest  rooms ;  along  the  left  corridor  we 
have  offices  and  interviewing  rooms  for  the  psychiatrists.  In 
the  central  area,  there  are  nursing  station,  drug  and  storage 
facilities.  In  the  back  center  we  have  emergency  and  treat- 
ment, an  examination  room,  staff  rest  rooms,  E.E.G.  room,  and 
occupational  and  recreational  therapy.  Along  the  right  corridor 
we  have  offices  for  psychologists,  social  workers,  and  others, 
and  a  children's  therapy  facility.  We  have  outdoor  areas  laid 
out  at  two  exits. 

A  thorough  description  of  this  proposed  building  and  a 
description  of  our  hospital  services  will  form  Part  III  of 
our  application.  This  completes  the  narrative  application.  Dur- 
ing its  preparation.  State  Department  of  Mental  Health  per- 
sonnel looked  over  our  shoulder  from  time  to  time  to  give 
guidance  and  keep  us  on  the  right  track. 

The  narrative  application  was  completed  around  the  middle 
of  April  of  this  year.  Considerable  time  was  spent  explaining, 
presenting,  selling,  and  coordinating  four  groups  of  people 
who  needed  enough  information  to  make  the  final  decisions 
necessary  to  get  the  project  in  motion  with  formal  approval. 
To  present  a  picture  of  some  of  the  obstacles  which  will  very 
likely  be  encountered  in  the  average  community  it  may  be  well 
to  recite  the  timetable  of  events  leading  to  formal  approval 
in  Wilson.  Completion  of  the  narrative  application  took  us  to 
the  middle  of  April,  as  we  have  said.  After  that,  these  events 
followed : 
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Figure   3 
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A.  April  18,  1966 — Dinner  meeting  scheduled  for  Greene 
County  Commissioners,  Wilson  County  Commissioners,  Wil- 
son County  Mental  Health  Advisory  Committee  and  Wilson 
Memorial  Hospital  Board  of  Trustees.  This  was  the  first 
exposure  of  the  project  details  for  many  of  the  officials  who 
would  later  be  called  on  to  give  final  approval  at  the  local 
level.  Each  person  present  was  presented  a  copy  of  the 
narrative  application — a  formidable-looking  document 
which  frightened,  amazed,  puzzled  and  astonished  many  of 
those  present.  This  meeting  could  not  be  labeled  a  howling 
success ;  only  one  representative  attended  from  Greene 
County — the  county  auditor — who  has  no  vote.  Neverthe- 
less, a  beginning  was  made  and  each  group  was  requested 
to  give  the  application  detailed  study  and  approve  the  reso- 
lutions suggested  in  the  application  if  they  saw  fit. 

B.  April  20,  1966 — Hospital  trustees  met  to  consider  ap- 
plication. They  decided  to  hold  off  decision  until  after  the 
County  Commissioner  groups  acted. 

C.  April  25,  1966 — Greene  County  Commissioners  met  to 
consider  application — meeting  unsuccessful — Chairman  had 
gone  to  the  Kentucky  Derby  and  another  member  was  on  an 
extended  fishing  trip.  Other  member  promised  to  give  care- 
ful consideration  along  with  county  attorney  and  auditor 
and  let  us  have  a  decision  as  soon  as  possible. 

D.  May  3,  1966 — Wilson  County  Commissioners  met  to 
consider  application — They  were  ready  to  take  action  when 
one  commissioner  (the  only  one  not  present  at  the  April  18 
meeting)  rose  to  his  feet  and  said  that  he  would  like  to 
have  additional  time  to  study  before  casting  a  vote.  Other 
members  postponed  voting  for  they  wanted  unanimous  ac- 
tion. 

At  this  point  all  three  official  groups  had  met  and  no  action 
had  been  taken. 

E.  May  9,  1966 — Luncheon  meeting  with  Mental  Health 
Advisory  Board,  Wilson  County  Commissioners,  and  Greene 
County  Commissioners  to  answer  questions  and  generally 
clear  the  air.  No  decision  made — too  close  to  Democratic 
primary — may  become  issue  and  cost  some  candidates  votes. 
Promised  to  meet  immediately  after  primary.  (May  28, 
1966) 

F.  May  31,  1966 — Greene  County  Commissioners  and  Wil- 
son County  Commissioners  met  and  approved  application. 
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G.  June  15,  1966 — Hospital  Board  of  Trustees  met  and  ap- 
proved the  application. 

H.  June  17,  1966 — N.  C.  Medical  Care  Commission  met  and 
approved  project  construction  application.  Somewhere  along 
the  way  the  State  Department  of  Mental  Health  approved 
the  application. 

This  is  not  intended  to  discourage  anyone  from  launching 
a  project.  Many  of  you  are  familiar  with  the  trials  faced  in 
gaining  support  and  approval  of  such  a  project.  It  is  im- 
mediately apparent  that  our  task  would  have  been  consider- 
ably simplified  if  Wilson  County  possessed  sufficient  popula- 
tion to  justify  on  its  own  a  comprehensive  treatment  center. 
At  the  same  time  we  must  recognize  the  wisdom  of  combining 
smaller  counties  with  neighbors  that  might  not  otherwise  be 
able  to  provide  such  facilities  on  their  own. 

As  you  can  see,  the  development  of  a  comprehensive  mental 
health  center  application  is  quite  comprehensive,  indeed.  It 
requires  use  of  imagination,  patience,  diplomacy  and  persis- 
tence in  ample  quantities.  What  it  seeks  to  do  is  verify  the 
need  for  a  center,  assure  support  for  the  center  which  will 
guarantee  results — improved  care  for  patients  with  mental 
illness.  We  have  been  quite  pleased  and  appreciative  of  the 
assistance  rendered  by  the  Department  of  Mental  Health  and 
North  Carolina  Medical  Care  Commission.  We  hope  that  this 
outline  of  our  experience  has  been  helpful  to  those  of  you 
who  are  now  embarking  on  this  same  task.  Although  our  task 
is  still  not  complete,  it  has  provided  us  with  a  sense  of  accom- 
plishment in  the  progress  we  have  made.  That  same  sense 
of  accomplishment  and  satisfaction  is  available  to  you.  The 
opportunity  to  provide  adequate  facilities  for  treating  mental 
illness  has  never  been  better.  I  urge  you  to  seize  it. 
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Aftercare:  Practical  Considerations 

Rolf  H.  Fisscher,  M.D. 
Director,  New  Hanover  Mental  Health  Center 
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n  the  fall  issue  of  the  North  Carolina  Journal  of  Mental 
Health,  a  concise  and  practical  resume  was  given  by  Dr. 
Robert  Prince,  Jr.,  of  the  management  of  the  aftercare  clinic, 
and  many  valuable  suggestions  were  made  for  the  blending  of 
aftercare  services  in  a  mental  health  center  setting. 

The  New  Hanover  County  Mental  Health  Center  has  pro- 
vided those  services  since  its  opening  in  February  1964  for 
the  85,000  residents  of  New  Hanover  County  and,  since  Jan- 
uary 1966,  for  Columbus  County,  with  a  population  of  46,000. 

An  attempt  is  made  in  this  article  to  describe  how  this  has 
been  accomplished,  what  issues  present  themselves  and  work- 
able solutions. 

It  has  been  our  experience  that  many  patients  initially  re- 
ferred to  the  mental  health  center,  and  never  hospitalized  but 
treated  locally,  present  symptoms  and  maladjustments  similar 
to  aftercare  patients.  Rarely  does  one  hear  the  patients  re- 
turned from  Highland  Hospital,  UNC  Memorial,  and  other 
similar  private  or  university  hospitals,  discussed  as  aftercare 
patients.  It  may  well  be  that  social  class  somehow  enters  into 
the  classification  of  aftercare  patients. 

Both  groups,  returnees  from  the  state  hospital  system  and 
newly  admitted  patients  suitable  for  long-term  supportive  care, 
present  us  with  problems  of  psychosis,  epilepsy,  organic  brain 
disorder,  mental  deficiency,  alcoholism,  personality  disorder 
and  psychoneurosis  of  long  standing,  with  the  triad  of  depres- 
sion, anxiety  and  hypochondriasis. 

It  follows  logically  that  both  groups  can  be  managed  in  the 
same  manner.  Patients  will  be  tolerated  in  family  and  com- 
munity depending  on  many  factors  such  as  availability  of  a 
supervisory  relative,  public  support  funds  (APTD,  OAA,  VA 
benefits.  Social  Security,  employment  compensation)  or  space 
in  the  home.  The  amount  of  time  and  support  given  the  rela- 
tive often  determines  the  outcome  of  home  adjustment. 

In  order  to  give  effective  long-term  supportive  care  to  the 
varied  population  of  patients  with  "aftercare"  symptoms  and 
histories,  we  found  it  profitable  to  devote  one  day  a  week  to 
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this  effort.  On  this  day  the  psychiatrist  director,  one  psychol- 
ogist, one  psychiatric  social  worker  and  one  public  health 
nurse  spend  one-half  hour  reviewing  the  treatment  record  and 
changes  in  behavior  as  reported  by  relatives  and  community 
workers.  Quite  often  requests  for  an  appointment  were  made 
by  patients  or  relatives  before  the  regular  visit  or  long  after 
the  patient  was  discharged  as  "improved,"  often  for  the  second 
or  third  time.  Patients  newly  referred  for  aftercare  services 
or  believed  to  be  in  need  of  immediate  attention  (anywhere 
from  two  to  six)  are  seen  by  the  director.  The  remainder 
(from  20-35  patients  and  relatives)  are  divided  between  the 
psychiatrist,  psychologist  and  social  worker.  If  possible,  the 
patient  and  his  relative  are  seen  on  each  visit  by  the  same 
worker  but  this  consideration  will  not  prevent  ongoing  opera- 
tions. Over  the  period  of  one  year  a  total  of  1,800  interviews 
were  offered,  at  the  cost  of  comparatively  little  staff  time,  one 
day  per  week.  Sixty-eight  patients  were  referred  from  the 
state  hospital  system  in  the  year  1964-65 ;  this  was  15  per  cent 
of  the  total  clinic  intake  for  the  year. 

One  hallowed  concept  strongly  held  by  the  medical  profes- 
sion but  impossible  to  maintain  is  tentatively  abandoned  on 
this  aftercare  day.  This  is  that  only  the  psychiatrist  can  eval- 
uate drug  effect  and  side  effects,  improvement  or  setback  and 
need  for  drug  change.  It  is  surprising  how  rapidly  non-medical 
personnel  can  become  skilled  in  the  uses  and  expected  effects 
and  side  effects  of  medication.  Decision  to  continue  a  particular 
regimen  or  to  decrease  medication  can  in  our  experience  be 
entrusted  to  the  worker. 

Only  drug  change  or  increase  has  to  be  authorized  by  the 
director,  who  flushes  to  admit  that  he  signs  the  prescriptions 
and  leaves  the  actual  writing  and  correct  spelling  to  other 
members  of  the  staff,  aware  that  this  saves  both  time  and 
writer's  cramp. 

Throughout  this  day,  many  3-5  minute  conferences  between 
director  and  staff  members  help  to  maintain  coordination  and 
aid  in  the  disposition  and  recommendations  made  to  relatives. 

At  times  rather  disturbed  patients  might  decide  to  call  on 
our  facilities  with  or  without  appointment.  We  recall  the 
paranoid  man  with  hedge  clippers  softly  speaking  to  himself, 
other  clients  quite  intoxicated,  a  quart  of  Roma  Rocket  pro- 
truding from  the  coat  pocket,  persons  exhorting  other  visitors 
to  repent,  the  psychotic  exhibitionist  showing  poor  judgment 
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toward  the  receptionist,  sheriffs  with  "a  mental  case  for  you 
to  see." 

Aware  that  prices  of  psychotropic  drugs  are  beyond  the 
reach  of  many,  we  allocated  $4500  to  obtain  and  dispense 
drugs  at  cost.  The  package  approach  for  the  less  sophisticated 
client  whose  prescriptions  can  get  lost  or  go  unfilled  in  part 
or  in  whole  because  the  family  lacks  finances,  has  proved  bene- 
ficial. It  is  understandable  that  the  day  laborer  can  ill  afford 
to  purchase  $15  worth  of  medication  monthly,  as  is  often 
necessary  to  maintain  remission  from  psychosis. 

From  past  experience  we  found  that  a  drug  budget  of  $8,000 
per  year,  not  counting  Welfare  prescriptions,  is  necessary  to 
maintain  adequate  stock.  This  is  close  to  15  percent  of  the 
mental  health  center  budget  but  can  be  explained  to  the 
County  Commissioners  as  a  revolving  expense.  A  hospital  dis- 
pensary within  walking  distance  of  the  center  would  be  ideal. 

Of  necessity,  all  therapeutic  effort  on  this  day  is  reality 
directed  and  serves  to  help  the  patient  maintain  his  equilib- 
rium at  home  or  on  the  job.  Relatives  can  ventilate  and  find 
emotional  support  and  praise  for  their  effort  and  concern. 
Over  the  months  strong  ties  are  built  with  members  of  the 
staff;  at  times  clients  acquire  so  much  understanding  that 
one  finds  them  referring  neighbors,  friends  and  relatives,  an 
unhappy  but  at  times  preventive  development. 

Summary : 

A  flexible  approach  has  been  described  to  accommodate 
mounting  numbers  of  returnees  from  the  state  hospital  sys- 
tem, some  actively  psychotic,  others  in  various  stages  of  de- 
terioration and  disorganization.  Where  those  patients  are  often 
too  poor  to  afford  the  services  of  the  general  practitioner  they 
can  be  considered  in  need  of  follow-up  for  many  years  by  the 
mental  health  center  personnel  and  community  agency  work- 
ers. 

Only  by  enlisting  the  different  disciplines  represented  on 
the  traditional  team  and  delegating  full  responsibility  to  the 
individual  workers  can  one  serve  the  community  adequately. 
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ANNOUNCING 


ADVANCED  TRAINING  IN  COMMUNITY 
MENTAL  HEALTH 


A  Joint  Program  of  the 

Department  of  Psychiatry  in  the  School  of  Medicine 

and  the   School  of   Public   Health 

of  the  University  of  North  Carolina 

Chapel  Hill,  North  Carolina 


For  psychiatrists,  psychologists,  social  workers,  nurses,  administra- 
tors, social  scientists  and  others  who  are  preparing  for  leadership 
or  clinical  positions  in  mental  health  centers,  state  or  local  programs. 


THE  CURRICULUM:  An  experienced  faculty  provides  tutorial, 
didactic  and  practicum  teaching  in  such  areas  as  program  planning, 
development,  organization  and  operation;  review  and  analysis  of 
major  types  of  institutional  and  community  mental  health  pro- 
grams; and  research  and  theoretical  foundations  of  mental  health 
programs. 


STIPENDS:  A  limited  number  are  available  to  all  disciplines.  The 
level  of  stipend  will  be  graduated  according  to  the  seniority  and 
discipline  of  the  trainee  in  accordance  with  accepted  University 
and  National  Institute  of  Mental  Health  standards. 


DEGREES  AND  CERTIFICATES:  A  Certificate  in  Mental  Health 
Program  Administration  will  be  awarded  to  those  successfully 
completing  twelve  months  of  training.  Successful  completion  of 
two  years  of  training  provides  eligibility  for  a  Master  of  Public 
Health  degree. 


For  more  information  on  this  program,  contact: 

Dr.  William  G.  Hollister 
Department  of  Psychiatry 
University  of  North  Carolina 
Chapel  Hill,  N.  C.  27514 
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Issues  For  School  Mental  Health  * 

William  G.  Hollister,  M.D. 

Associate   Professor,   Department   of   Psychiatry 
University  of  North  Carolina 

School  of  Medicine 
Chapel  Hill,  North  Carolina 

Introduction: 

JLn  this  series  of  lectures  and  discussions  devoted  to  child 
mental  health,  it  is  fitting  that  three  major  presentations  are 
to  be  devoted  to  one  of  the  fastest  developing  areas  of  child 
mental  health,  namely,  school  mental  health.  Since  World  War 
II,  the  biggest  influx  of  new  kinds  of  people  into  the  nation's 
biggest  industry,  the  schools,  has  been  behavioral  science 
trained  personnel.  Although  this  pattern  has  not  yet  become 
prominent  in  North  Carolina,  there  are  few  progressive  school 
systems  of  any  size  in  the  Northeast,  the  Middle  West,  or  Far 
West  that  do  not  have  psychologically-oriented  and  trained 
personnel  serving  in  their  school  health,  pupil  personnel  or 
special  education  services.  The  employment  of  mental  health 
personnel  in  the  nation's  numerous  school  systems  has  pro- 
gressed to  the  point  that  public  education  has  become  the  third 
largest  employer  of  behavior  science  personnel. 

We  now  have  over  42  million  children  in  our  schools.  Vari- 
ous studies,  using  differing  criteria,  have  found  that  7  to  14 
percent  of  school  children  in  one  year  experience  either  a 
behavioral,  learning  or  emotional  problem  that  requires  spe- 
cial attention  by  the  teacher,  often  with  the  assistance  of  sup- 
portive and  special  personnel.  Many  teachers  and  school 
administrators  have  come  to  the  realization  that  they  cannot 
do  an  effective  job  of  educating  all  children  unless  they  have 
available  specialized  resources  to  deal  with  these  problems. 

The  school  becomes  intimately  involved  with  the  mental 
health  of  all  its  children,  not  only  with  those  who  may  display 
mild  or  moderate  emotional  or  behavioral  problems.  Intangibly 
and  tangibly,  the  program  of  every  school  shapes  the  person- 
alities of  its  students.  The  total  impact  of  the  learning  experi- 
snces  on  children  is  so  comprehensive  that  it  significantly 
affects  their  mental  health.  The  average  child  spends  more 
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than  12,000  hours  of  his  life  in  a  school  setting  where  he  is 
exposed  to  strength-giving  experiences  or  to  stresses  that 
cannot  fail  to  have  a  profound  impression  on  his  personality 
development. 

We  have  assigned  to  our  schools  a  basic  role  in  socializing 
and  humanizing  our  children.  Our  American  values  and  laws 
call  for  an  education  for  every  child.  As  a  result  all  children 
are  brought  into  school — the  capable,  the  competent,  as  well 
as  the  handicapped.  Our  educators  are  required  to  provide 
some  sort  of  education  for  every  one  of  these  children,  well 
or  handicapped.  Consequently,  mental  health  considerations 
become  an  inseparable  part  of  the  educator's  mission. 

The  rising  tide  of  parental  awareness  of  the  importance  of 
psychological  factors  in  the  child's  development  is  creating 
increased  demands  and  thrusting  more  responsibilities  on  the 
school  to  develop  special  resources  to  deal  with  all  kinds  of 
psychological  and  social  growth  goals.  Whether  one  focuses  on 
the  children  with  problems  or  on  the  children  whose  emotional 
energies  are  free  for  learning,  it  is  interesting  to  note  that 
both  mental  health  and  education  have  a  common  goal; 
namely,  developing  the  maximum  potential  of  every  child 
according  to  his  individual  capacities. 

Historically  speaking,  the  mental  health  movement  (viewing 
it  as  a  social  movement  of  the  people)  has  been  split  into  two 
major  streams.  The  first  and  better  known  stream  of  mental 
health  activity  emerged  out  of  the  one-hundred-year  era  of 
building  state  hospitals  and  establishing  the  new  sub-speciality 
of  psychiatry.  It  moved  on  through  the  period  of  Clifford 
Beers  and  the  formation  of  the  lay  movement  of  mental  hy- 
giene to  the  development  of  the  child  guidance  movement  and 
progressed  eventually  to  the  organization  of  the  National  In- 
stitute of  Mental  Health  and  its  programs.  More  recently  this 
movement  has  been  manifest  in  the  emergence  of  the  field  of 
community  psychiatry  and  the  development  of  community 
mental  health  centers. 

While  all  of  this  has  been  going  on,  a  second  separate  men- 
tal health  movement  emerged  within  the  field  of  education.  It 
is  interesting  to  note  that  this  parallel  movement  has  not  been 
called  "mental  health"  but  has  developed  under  such  banners 
as  the  "individualization  of  the  curriculum,"  "progressive  edu- 
cation movement,"  "the  democratization  of  school  administra- 
tion,"  and   several  other  definite   submovements   within   the 
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field  of  education.  There  is  an  extensive  and  growing  litera- 
ture reflecting  the  many  dialogues  and  collaborations  between 
behavioral  scientists  and  educators  that  have  brought  psy- 
chology, social  science  and  psychodynamic  understandings  into 
the  educator's  world. 

Any  attempt  to  recapitulate  the  essence  of  the  mental- 
health-in-education  movement  and  its  literature  makes  one 
grope  for  metaphors  to  depict  the  history  and  the  scope  of  this 
collaboration.  One  might  depict  the  area  of  the  behavioral 
sciences  of  mental  health  as  a  great  watershed,  collecting  the 
accumulated  outpourings  of  research  and  clinical  findings 
about  human  personality  and  its  relationships.  Out  of  this 
watershed  one  could  then  discern  and  define  several  great 
tributaries  of  contributions  that  have  been,  and  still  are,  flow- 
ing into  the  general  stream  of  education. 

What  have  been  these  major  streams  of  contribution  of  the 
behavioral  sciences  to  education?  Without  an  attempt  to  be 
comprehensive  let  me  remind  you  of  a  few. 

First,  the  child  development  movement  in  education.  As  be- 
havioral scientists  have  scientifically  described  the  patterns 
and  normal  variations  of  child  growth  and  development,  this 
important  body  of  data  has  been  utilized  by  educators  to  guide 
what  they  call  the  "gradation  of  learning."  The  totality  of 
efforts  to  match  the  learning  tasks  to  the  maturation  of  the 
individual  has  become  one  of  the  major  movements  within 
education  and  has  led  to  considerable  development  of  new 
methods,  new  curricula  and  new  patterns  of  administration. 

Secondly,  the  individual  differences  movement.  As  scientific 
understandings  of  individual  maturation  and  individual  dif- 
ferences have  been  made  more  available  by  students  of  human 
behavior,  these  understandings  have  been  put  to  important 
use  by  those  involved  in  special  education.  Out  of  the  special 
schools  for  the  truant,  the  delinquent  and  the  handicapped 
emerged  some  of  the  philosophy  and  practices  of  the  "indi- 
vidualization of  education,"  the  tailoring  of  education  to  fit  the 
child  instead  of  demanding  that  the  child  fit  some  standardized 
educational  mold.  This  individualization  process  requires  an 
accurate  diagnostic  description  of  each  child,  his  capacities, 
his  weaknesses  and  strengths.  This  need  for  appraisal  has  led 
educators  to  borrow  both  the  tools  and  the  services  of  the 
psychologist  and  other  professionals  in  the  mental  health  field 
to   describe  the   intellectual,   emotional,    social   and  physical 
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status  of  the  pupil.  As  this  approach  matured,  educators  began 
to  talk  more  about  educating  "the  whole  child."  More  than 
this,  the  procedures  and  practices  of  individualization  proved 
of  such  value  in  special  education  that  they  soon  were  intro- 
duced and  became  an  integral  part  of  the  education  of  all  chil- 
dren. This  combination  of  resources  of  the  behavior  sciences 
and  education  has  also  become  one  of  the  major  movements 
within  education  during  this  century. 

A  third  major  mingling  of  the  resources  and  findings  of 
mental  health  disciplines  and  education  has  taken  place  in  the 
area  of  school  administration.  This  might  be  called  the  "social 
psychology  of  school  administration."  Some  educational  ad- 
ministrators have  seen  the  value  to  themselves,  and  to  their 
mission,  of  some  of  the  discoveries  about  personnel  manage- 
ment and  the  behavior  of  people  in  groups  that  have  emerged 
from  the  studies  of  industrial  mental  health  and  social  psy- 
chology. Administrators  have  recognized  that  the  administra- 
tive style,  the  emotional  climate,  and  the  pattern  of  inter- 
personal relationships  in  a  complicated  organization  like  the 
school  system  have  much  to  do  with  freeing  the  teacher  to  be 
a  creative  personality-building  force  who  is  able  to  meet  a 
wide  range  of  human  variability  and  need.  As  a  result,  demo- 
cratic group  planning  of  school  programs,  programs  of  stu- 
dent self-direction,  cooperative  action,  research  developed 
curricula  and  certain  social  psychologically  based  personnel 
practices  have  become  so  important  in  education  that  they 
have  become  a  normal  part  of  good  administrative  practice. 

There  are  many  other  significant  areas  where  mental  health 
and  education  streams  of  thought  have  come  together  to 
develop  significant  activities  which  we  now  recognize  as  an 
integral  part  of  modern  education.  By  examining  a  brief  pro- 
file of  some  of  the  current  mental  health  activities  in  our 
schools  it  is  possible  to  visualize  other  areas  of  major  contri- 
bution. 

MENTAL  HEALTH  RELATED  ACTIVITIES 
IN  THE  SCHOOL 

After  this  much  too  brief  historical  review  of  the  fruitful 
collaborations  in  the  past  between  education  and  mental 
health,  let's  ask  the  question  "Where  are  mental  health  prac- 
tices and  concepts  being  put  to  work  in  the  modern  school?" 
Here  again  it  is  important  to  note  that  the  various  mental 
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health  related  activities  going  on  in  schools  are  rarely  identi- 
fied by  educators  as  a  "mental  health  program."  Most  of  these 
activities  are  so  completely  a  part  of  the  school  program  that 
they  are  now  considered  "good  education."  In  fact,  mental 
health  understandings  and  practices  are  now  so  thoroughly 
integrated  into  some  education  programs  that  it  is  difficult 
and  often  impractical  to  divide  educational  goals  from  mental 
health  goals.  In  order  to  see  how  the  mental  health  impact  of 
our  North  Carolina  schools  might  be  strengthened  in  the 
future,  let  us  first  identify  the  major  areas  of  school  mental 
health  activity. 

Mental  Health  in  School  Administration 

Any  school  administrator  will  tell  you  that  his  day  is  filled 
with  all  kinds  of  human  relations  problems  that  require  a 
sound  understanding  of  human  behavior.  The  quality  of  the 
leadership  given  in  tlie  school  and  school  system  markedly 
aff'ects  the  staff,  pupil  morale  and  relationships  and  the  learn- 
ing that  takes  place  in  that  group.  Democratic  administrative 
processes  that  involve  much  of  the  staff  in  decision-making 
and  planning,  that  lead  to  greater  creativity  and  acceptance 
of  responsibility  by  staff  have  now  been  incorporated  in  the 
training  of  school  administrators. 

It  is  interesting  to  note  at  the  present  time  that  extensive 
research  and  training  in  the  behavioral  science  foundations 
of  school  administration  are  being  carried  on  at  the  schools 
of  education  at  the  University  of  Maryland,  University  of 
Chicago,  University  of  New  Mexico,  and  through  the  many 
universities  that  have  combined  their  efforts  in  the  University 
Council  on  Education  Administration.  Increasing  numbers  of 
school  administrators  are  finding  it  important  to  study  and 
strengthen  their  understandings  and  to  extend  their  skills  in 
the  areas  of  interpersonal  relationships  and  group  process  so 
that  policy  making,  goal  setting,  and  school  operations  are 
sensitive  to  human  needs  and  individual  differences. 

Mental  Health  in  Special  Services 

Because  of  the  growing  awareness  of  the  psychological  and 
social  roots  of  truancy,  school  behavior  problems,  learning 
difficulties,  reading  disability,  psychosomatic  tension  prob- 
lems and  breakdowns  in  the  capacity  to  carry  on  interpersonal 
relationships,  many  school  systems  have  added  mental  health- 
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oriented  personnel  to  their  pupil  personnel,  school  health  and 
other  special  staffs.  Psychologists  have  been  added  to  the  staffs 
to  measure  children's  mental  capacities  and  achievement,  to 
consult  with  teachers,  to  conduct  studies,  and  to  help  stu- 
dents toward  better  school  adjustment.  Visiting  teachers  and 
school  social  workers  have  been  added  to  work  with  the  family- 
related  problems  and  the  social  difficulties  that  prevent  school 
attendance  or  lead  to  drop  out.  Remedial  specialists  in  speech, 
reading,  and  other  fields  now  swell  the  ranks  of  the  specialist 
used  by  the  schools. 

In  addition,  the  school  health  personnel  encounter  and  deal 
with  many  emotional  problems.  School  physicians  and  nurses 
constantly  find  social  stresses  and  emotional  tensions  behind 
some  of  the  headaches,  stomach  aches  and  fatigue  reactions  of 
pupils.  Many  children  turn  to  the  school's  medical  personnel 
for  counseling  advice  on  adjustment  problems  and  for  help  on 
their  worries  and  concerns  about  their  own  growth  and  devel- 
opment. Some  school  health  personnel  find  that  more  than 
one-half  of  the  work  is  mental  health-related. 

Increasingly,  schools  are  calling  upon  psychiatrists  and 
other  specialists  from  private  practice  or  community  agencies 
to  support  the  in-school  work  of  the  specialist  in  their  own 
employ.  Many  school  systems  have  set  up  psychological  clinics 
or  child  study  clinics  to  provide  more  intensive  investigation 
of  a  child's  difficulties  and  potentials  as  a  guidance  for  devel- 
oping a  better  school  program  for  this  child.  It  is  interesting 
to  note  that  the  nation's  largest  psychiatrically-led  child  guid- 
ance clinics  are  operated  by  school  systems. 

Guidance,  both  as  a  philosophy  and  a  practice,  has  emerged 
as  a  significant  part  of  school  operations  in  the  last  decade. 
With  the  realization  that  the  correct  curricula,  placement  and 
development  of  optimum  vocational  goals  for  young  people 
profoundly  affects  the  emotional  satisfaction  they  receive  in 
school  and  in  life  afterwards,  an  increased  effort  has  been 
made  to  bring  in  psychological  measurement  tools  and  coun- 
seling techniques  to  better  match  student  potential  and  moti- 
vation with  the  courses  he  takes.  Originally,  guidance  involved 
only  choosing  the  right  courses  and  planning  for  the  right 
vocation.  However,  this  function  has  been  rapidly  expanded 
into  helping  those  students  whose  learning  capacities  are 
being  blocked  by  poor  emotional  and  social  adjustment  while 
in   school.   Guidance   workers   are   now  supplementing  their 


WILLIAM  G.  HOLLISTER         37 

educational  foundations  with  increased  preparation  in  the 
fields  of  mental  hygiene,  personality  growth  and  psychological 
testing.  The  guidance  movement  is  rapidly  becoming  more 
psychologically-based  in  function  as  guidance  personnel  help 
more  and  more  children  adjust  to  school  life  and  learning 
opportunities. 

Mental  Health  and  Special  Education 

The  rapid  expansion  of  educational  programs  for  excep- 
tional children  has  opened  up  another  large  field  of  mental 
health-related  practice.  More  and  more  school  systems  are 
providing  education  opportunities  for  the  mentally  retarded, 
socially  maladjusted,  and  emotionally  handicapped  children. 
The  care,  management  and  education  of  these  children  in  the 
classroom  requires  a  combination  of  competencies  and  under- 
standings from  both  mental  health  and  education.  The  prob- 
lems of  training,  supervising  and  supporting  these  special 
teachers  with  clinically  trained  consultants  has  been  a  major 
educational  effort  in  the  last  ten  years. 

Mental  Health  Pi^eparation  of  the  Educator 

Because  modern  educational  practice  requires  that  the 
teacher  understand  the  learner  and  his  personality,  more  and 
more  teachers  are  receiving  additional  education  in  the  be- 
havioral sciences.  They  seek  more  information  on  how  emo- 
tional climate  in  the  classroom  affects  learning  and  the  way 
the  teacher-pupil  relationship  can  be  utilized  to  accelerate 
learning.  Such  leading  teacher-training  institutions  as  the 
schools  of  education  at  the  University  of  Texas,  University 
of  Wisconsin,  San  Francisco  State  College,  and  the  Bank 
Street  College  of  Education  in  New  York  have  engaged  in 
large  scale,  long-term  research  programs  to  study  the  com- 
petences of  the  teacher  in  promoting  mental  health  as  she 
functions  as  a  teacher.  They  have  also  pioneered  in  developing 
teacher  preparation  programs  that  embody  these  principles. 

Mental  Health  in  Instruction 

In  the  last  fifty  years  there  has  been  a  veritable  revolution 
in  the  way  children  are  taught.  The  process  followed  in  to- 
day's classroom  is  calculated  to  utilize  the  motivations  and 
capacities  of  the  individual  child  in  such  a  way  that  he  emerges 
not  only  with  better  learning,  but  with  stronger  personality 
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assets.  There  is  a  growing  body  of  research,  training  and  prac- 
tice in  the  field  of  classroom  mental  health.  Much  emphasis 
has  been  placed  on  helping  the  teacher  develop  methods  to 
better  manage  classroom  group  behavior  to  promote  learning. 
From  the  fields  of  social  redirection,  sociometrics,  grouping 
of  children,  anticipatory  guidance  and  the  use  of  peer  culture 
in  group  process  and  learning,  new  classroom  methods  are 
emerging  which  blend  social  affective  and  cognitive  learning 
into  creative  classroom  experience. 

Mental  Health  in  Curriculum  Development 

For  some  years  subject  matter  on  mental  health  or  human 
relations  has  been  included  in  high  school  curricula  in  such 
courses  as  homemaking  education  and  social  problems.  In 
addition  to  specialized  units  inserted  in  other  high  school 
courses,  human  relations  understandings  have  been  integrated 
into  courses  in  elementary  school.  Here,  behavioral  scientists 
have  led  the  primary  reading  text  out  of  the  "little  red  hen 
era"  into  content  on  interpersonal  and  family  relationships. 

Just  appearing  on  the  education  scene  are  understandings 
provided  by  Dr.  Heinz  Hartman  in  1939  in  the  field  of  ego 
analysis  and  the  subsequent  work  of  men  like  Kris,  Lowen- 
stein,  Eric  Erikson,  Piaget,  Havighurst,  and  others.  Ego  psy- 
chology is  now  maturing  into  a  major  contribution  to  cur- 
riculum development.  Educators  have  long  sought  a  curricu- 
lum that  not  only  imparts  knowledge,  but  also  strengthens 
the  specific  thinking  capacities  of  the  mind.  Now  that  the 
behavioral  science  literature  on  the  ego  is  filled  with  attempts 
to  factor  out  individual  intellectual  factors  (such  as  the  works 
of  Guilford  and  Cattel)  and  to  develop  procedures  to  identify 
and  assess  ego  strength,  leading  educators  are  beginning  to 
use  these  ideas.  They  are  beginning  to  design  learning  experi- 
ences in  mathematics,  history,  English,  science,  and  other 
courses  that  not  only  impart  content  but  also  focus  on  develop- 
ing ego  capacities  such  as  creativity  and  inductive  and  deduc- 
tive thinking,  as  well  as  the  capacity  for  categorization, 
conceptualization,  symbolization,  working  with  meanings,  pre- 
dictive and  evaluative  thinking.  Of  particular  interest  are  new 
curricula  that  nurture  the  processes  of  inquiry,  discovery  and 
innovation.  Behavioral  scientists  like  Gardner  Murphy,  Ralph 
Tyler,  Nevitt,  Sanford,  Skinner,  Jerome  Bruner,  Gerald  Cap- 
Ian,  and  Eli  M.  Bower  are  now  emerging  as  leaders  in  foster- 
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ing  this  utilization  of  ego  concepts  in  education.  This  is  the 
beginning  of  an  exciting  new  day  in  curriculum  development. 
No  longer  will  there  be  just  hope  that  Latin  and  algebra  train 
the  mind,  but  we  will  enter  the  era  of  the  double  "payoff"  cur- 
ricula that  imparts  knowledge  and  also  strengthens  cognitive- 
affective  competence  of  the  individual.  This,  when  it  matures, 
will  be  a  mental  health-building  development  and  a  step  to- 
ward the  realization  of  our  goal  of  primary  prevention. 

CURRENT  ISSUES  IN  SCHOOL  MENTAL  HEALTH 

In  the  previous  section  I  have  tried  to  sketch  what  I  have 
called,  "The  Mental  Health  or  Behavioral  Science-Sparked 
Revolution  in  Education"  of  the  last  fifty  years.  Secondly,  I 
have  tried  to  point  out  the  major  mental  health-related  activi- 
ties currently  going  on  in  our  better  developed  school  programs 
in  the  United  States.  In  addition  to  providing  a  backdrop  for 
the  papers  to  follow  in  this  series,  I  have  been  asked  to  iden- 
tify some  of  the  major  issues  and  problems  that  are  emerging 
in  this  growing  new  area  of  mental  health  practice.  Since  Dr. 
Nile  Hunt  is  to  follow  me  by  discussing  the  issues  that  are 
pertinent  here  in  North  Carolina,  I  will  try  to  devote  this 
section  to  some  of  the  professional  and  nationwide  issues 
that  beset  this  field  of  school  mental  health. 

1.  Confusing  Diversity  of  Goals  and  Practices.  Because 
our  American  way  of  life  vests  authority  in  local  citizen  school 
boards,  there  is  a  great  unevenness  in  the  quality  and  quantity 
of  local  school  programs.  In  some  areas  school  programs  are 
held  back,  not  only  by  low  local  tax  bases,  but  by  school  boards 
and  communities  whose  model  for  education  is  their  own 
school  experience  of  thirty  years  ago.  In  other  areas,  especi- 
ally in  the  big  cities,  education  has  become  a  complex,  profes- 
sional operation  so  big  and  important,  so  consuming  of  the 
tax  dollar,  that  it  is  the  target  of  major  political  attention  and 
political  struggles.  As  a  result  of  this  diversity,  school  mental 
health  practices  vary  widely  from  town  to  town.  It  is  very 
hard  to  identify  standard  practices  or  be  able  to  generalize 
and  say,  "This  is  what  the  schools  are  doing."  For  instance, 
we  often  have  very  little  or  no  school  mental  health  program- 
ming in  rural  areas.  In  contrast  to  this,  our  big  city  depart- 
ments operate  psychiatric  clinics,  child  study  clinics,  and 
may  employ  fairly  large  numbers  of  psychologists,  social 
workers,   physicians,   nurses,    school   counselors,   attendance 
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workers,  remedial  specialists  and  special  education  teachers. 
In  one  city  all  the  school  mental  health  functions  may  be 
vested  in  the  school  health  unit ;  in  another  city  the  behavioral 
science  trained  personnel  are  in  a  separate  pupil  personnel 
division.  Some  school  systems  tend  to  concentrate  on  one 
approach  or  one  kind  of  personnel,  so  they  become  know^n  as 
guidance-centered  school  systems,  school  psychology  systems, 
"visiting  teacher-centered  systems,"  or  school  social  work- 
emphasizing  systems.  Experience  is  still  so  immature  that 
often  school  superintendents  are  confused  as  to  whether  they 
should  have  an  educator,  a  special  educator,  a  Ph.D.  guidance 
director,  a  psychologist  or  a  physician  in  charge  of  their  spe- 
cial services. 

In  many  places  educators  and  behavioral  scientists  are  still 
exploring : 

1.  What  is  the  proper  role  of  the  school  in  the  community 
child  mental  health  effort? 

2.  What  combination  of  personnel  will  meet  the  range  of 
needs  of  individual  students?  At  the  present  time,  the  various 
national  behavioral  science  professional  organizations  and 
some  of  the  leading  educational  associations  of  the  country 
have  blended  their  efforts  in  the  development  of  an  "Inter- 
personal Research  Commission  on  Pupil  Personnel  Services" 
which  is  conducting  a  nationwide  research  program  in  rural, 
small  city,  and  big  city  settings,  in  order  to  study  the  needs 
of  children  for  special  services  and  to  study  how  various  com- 
binations of  professional  personnel  working  as  teams  can 
best  provide  this  range  of  services. 

2.  Education-Health  Dichotomy.  The  second  issue  could  be 
phrased,  "Should  the  school  lean  on  the  local  public  health 
and  mental  health  resources  for  its  clinical  and  consultative 
services,  or  should  it  develop  its  own  education-oriented  health 
and  mental  health  personnel  who  will  be  on  duty  in  the  schools 
and  available  to  collaborate  with  the  teaching  program?"  In 
the  southern  half  of  the  United  States,  the  local  health  depart- 
ments often  provide  the  school  health  services  to  the  schools. 
In  the  northern  and  western  parts  of  this  country  the  school 
systems  tend  to  hire  their  own  school  health  and  school  mental 
health  personnel.  The  paradoxical  situation  is  often  seen 
where  communities  have  more  mental  health  personnel  em- 
ployed by  the  school  system  than  are  employed  by  either  com- 
munity mental  health  or  public  health  agencies. 
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In  the  more  experienced  community  and  school  settings, 
education  is  accepting  more  and  more  responsibility  for  the 
mild  and  moderate  emotional  and  behavioral  problems  that 
are  manageable  in  the  regular  or  special  classroom  with  con- 
sultative help  or  special  procedures.  The  more  severe  problems 
are  increasingly  being  referred  to  residential  schools  or 
facilities  operated  by  the  mental  health  departments. 

3.  The  Therapy  Versus  Education  Issue.  Another  issue 
closely  related  to  the  question  of  who  is  to  do  what  is  the 
controversy  that  grows  up  around  the  decision  of  whether  the 
intervention  should  be  therapy  or  re-education.  To  me,  this 
is  fast  becoming  a  false  issue  and  a  false  dichotomy,  especially 
as  psychiatrists  are  becoming  more  aware  of  the  learning 
process  in  psychotherapy  and  are  turning  more  attention  to 
ego  psychology  and  the  strengthening  of  ego  processes.  In 
addition,  mental  health-operated  residential  facilities  that  try 
to  provide  therapy  only  have  found  that  they  will  fail  in 
their  job  if  they  don't  also  provide  school  experience  for  the 
child.  The  school  experience  is  so  fundamental  to  the  child's 
business  of  living  that  even  if  only  ten  to  twenty  percent  of 
his  emotional  energies  are  free  to  learn,  he  needs  this  experi- 
ence as  a  part  of  his  emotional,  social  and  intellectual  re- 
habilitation. Because  of  this,  our  most  advanced  psychothera- 
peutic centers  are  including  special  education  as  a  part  of 
their  operation.  On  the  other  hand,  school  systems  that  try  to 
operate  special  classes  for  the  emotionally  handicapped  with- 
out concomitant  clinical  services,  or  at  least  clinically  trained 
consultative  support,  also  are  experiencing  failures  in  their 
programs.  They  are  finding  that  they  have  to  lean  on  their 
own  pupil  personnel  staffs  or  collaborate  with  nearby  mental 
hygiene  clinics  to  bring  many  of  their  situations  to  a  success- 
ful conclusion.  It  is  becoming  apparent  in  these  days  of  ego 
analysis  and  behavior  re-education  techniques,  like  those 
used  in  Wright  School  in  Durham,  that  what  is  called  psycho- 
therapeutic must  be  blended  with  educational  approaches  and 
that  it  is  not  an  either/or  choice. 

4.  The  Individual  Versus  the  Family  Focus.  Another  major 
problem  in  school  mental  health  is  "How  can  the  parents  be 
appropriately  involved?"  A  school  is  often  reluctant  to  deal 
with  the  interactional  pathologies  in  the  family,  yet  experience 
again  and  again  demonstrates  that  some  children  cannot  be 
helped  to  become  learners  without  involving  the  family  in  the 
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therapy  or  education  rehabilitation.  Contrast  the  California 
schools  with  their  state-supported  programs  of  parent  coun- 
seling, parent  group  therapy,  school  social  workers  visiting 
in  the  homes,  home  bound  teachers,  as  well  as  special  classes 
involving  parent  participation,  with  some  of  our  own  local 
school  systems  that  wouldn't  dare  call  in  the  parents  or  refer 
a  child  to  a  mental  hygiene  clinic  for  fear  of  alienating  the 
parents.  The  variation  of  school  systems  on  this  issue  is  indeed 
confusing  and  probably  reflects  the  degree  to  which  public 
understanding  has  been  influenced  by  mental  health  educa- 
tion, PTA  family  life  education  programs,  and  by  the  mental 
health  and  educator  leadership  in  the  community. 

5.  The  Prevention  Issue.  Another  dilemma  is  sometimes 
phrased,  "Why  don't  the  schools  spend  more  of  their  energy 
preventing  problems  and  building  sound  personalities  instead 
of  building  up  huge  pupil  personnel,  school  health,  and  special 
education  resources  to  deal  with  the  handicapped  children?" 
In  reality,  this  is  another  version  of  the  mental  health  versus 
mental  illness  issue  that  pervades  mental  health  planning  and 
programming. 

Some  argue  that  the  school  with  its  captive  population  of 
42  million  children  presents  us  with  an  unparalleled  oppor- 
tunity for  promoting  healthy  mental  and  emotional  develop- 
ment and  preventing  mental  illness.  They  feel  that  efforts  to 
better  human  relations,  classroom  emotional  climate,  develop 
better  behavior  controls,  and  provide  education  about  the 
emotional  problems  of  everyday  living  and  preparation  for 
the  life  crises  and  opportunities  of  marriage  and  parenthood 
ought  to  be  a  major  contribution  of  the  school.  Many  feel  that 
they  should  leave  the  problem  children  to  mental  health,  and 
that  efforts  to  integrate  behavioral  science  understandings  into 
curriculum  content,  to  use  developmental  and  ego  psychology 
findings  in  classroom  placement,  guidance  and  curriculum 
should  receive  the  major  attention.  These  same  partisans  de- 
cry the  increasing  staffs  and  high  costs  of  pupil  personnel  and 
special  education  services  without  there  being  comparable 
monies  poured  into  developing  the  positive  mental  health 
potential  of  the  schools.  Here  is  a  paradox  or  perhaps  better, 
a  balance  to  be  struck. 

6.  The  Regular  Class  Versus  Specialized  Class  Controversy. 
An  interesting  controversy  has  grown  up  in  the  field  of  special 
education  over  the  last  ten  years  over  the  development  of  the 
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many  different  kinds  of  special  education  resources  such  as 
special  classes,  resource  rooms,  special  schools  and  camps, 
special  remedial  groups  and  other  types  of  educational  group- 
ings that  call  for  a  segregation  of  the  handicapped  from  the 
regular  child.  Many  partisans  would  like  to  prevent  the  social 
stigma  that  comes  from  identifying  and  separating  a  child 
with  a  handicap,  and  they  feel  that  such  children  would  be 
better  managed  as  part  of  the  regular  class  with  special  ser- 
vices provided  by  the  regular  teacher  at  certain  intervals 
during  the  day.  On  the  other  side  there  are  many  classroom 
tacticians  who  feel  that  the  teacher  is  already  strained  to  the 
limit  to  individualize  instruction  for  the  near  average  children 
in  the  classroom.  They  point  to  the  fact  that  the  classroom 
behavior  must  be  managed  through  group  methods  rather 
than  individual  methods.  They  think  that  it  is  not  possible 
to  provide  in  the  classroom  specialized  education  techniques 
required  for  more  deviant  children. 

Summary 

As  in  any  field  undergoing  rapid  development,  there  are 
many  unsettled  issues,  and  it  will  take  a  good  many  years  of 
operating  experience  and  many  evaluative  studies  before 
established  patterns  are  forged.  Hopefully,  the  extensive  five 
years  of  studies  by  the  Interprofessional  Research  Commis- 
sion on  Pupil  Personnel  Services  will  help  settle  some  of  the 
chaos  in  the  field  of  special  services.  Hopefully,  the  large  num- 
ber of  studies  supported  by  the  United  States  Office  of  Educa- 
tion and  the  National  Institute  of  Mental  Health  to  evaluate 
various  patterns  of  educating  the  emotionally  disturbed  will 
lead  to  more  definitive  technology  in  this  area.  Hopefully,  the 
unfortunate  split  that  now  exists  between  school  health  and 
pupil  personnel  services  in  many  city  systems  will  be  healed 
and  bridged.  Statesmanlike  leadership  in  the  professions  and 
agencies  involved  is  needed  to  bring  state  and  local  public 
health,  mental  health,  welfare,  and  education  resources  into 
a  working  collaboration  so  that  we  may  eventually  benefit 
from  a  more  comprehensive  range  of  services  for  individual 
children  and  their  families.  Under  new  programs  of  the  United 
States  Office  of  Education,  we  can  look  forward  to  the  day 
when  there  will  be  more  educator  preparation  not  only  of 
special  teachers,  but  also  of  administrators  who  can  success- 
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fully  guide  and  utilize  behavioral  science  personnel  at  work 
in  education. 

These  are  only  a  few  of  the  challenges  and  issues  that  are 
emerging  in  this  important  area  which  is  an  integral  part  of 
child  mental  health.  Much  research,  field  study  and  experimen- 
tation is  needed.  Most  of  all,  we  need  educational  and  mental 
health  leaders  who  will  implement  the  study  in  field  opera- 
tions needed  and  who  will,  by  their  example,  help  the  public 
and  the  legislatures  understand  that  achieving  these  goals  is 
a  collaborative  task  that  requires  a  blend  of  the  best  that  we 
know  in  education  and  the  behavioral  sciences. 

It  appears  that  the  immediate  future  of  the  field  of  school 
mental  health  will  be  both  confusing  and  challenging.  The 
decade  ahead  will  be  one  of  resolving  many  of  these  issues 
through  research  and  the  expansion  of  services. 

I  will  close  with  the  old  Chinese  aphorism,  "If  tomorrow 
comes,  there  will  surely  be  new  problems." 
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JL  he  group  of  patients  discussed  in  this  paper  provided  the 
authors  with  their  first  experience  in  group  psychotherapy. 
The  organization  of  the  group  and  the  method  of  treatment 
will  be  discussed  briefly.  The  major  part  of  the  discussion, 
however,  is  directed  to  the  problem  of  resistance  as  encoun- 
tered in  the  group  situation.  The  emphasis  will  be  placed  on 
the  verbal  and  nonverbal  behavior  in  the  group  which  is  symp- 
tomatic of  resistance. 

Organization  of  the  Group 

Regarding  the  problem  of  selection  of  patients  for  group 
psychotherapy,  Foulkes  (1)  states  that  patients  should  not 
be  grouped  according  to  psychological  types  of  disease  en- 
tities but  according  to  more  practical  considerations  such  as 
level  of  intelligence,  schooling,  age  and  interest.  For  the  "open 
type"  group,  where  new  members  are  accepted  after  the  for- 
mation of  the  group,  he  prefers  a  "favorable  mixture"  of 
patients,  a  variety  including  extremes  in  which  "one  patient 
displays  what  is  suppressed  in  the  others'  potential."  Wolf  (2) 
states  that  the  group  must  be  "balanced,"  that  is,  composed 
of  members  of  approximately  the  same  age,  approximately 
equal  numbers  of  both  sexes,  and  patients  with  similar  cul- 
tural and  intellectual  backgrounds  who  have  approximately  the 
same  intelligence.  He  would  exclude  from  his  "balanced"  group 
psychopaths,  alcoholics,  morons,  stutterers,  hallucinating  psy- 
chotics  and  hypermanics.  (All  of  these  patients  should  be  in 
"homogenous"  groups  of  their  own.)  Thea  Bry  (3)  states  that 
clinical  heterogeneity  makes  for  stronger  and  less  penetrable 
resistances ;  however,  she  adds  that  clinical  heterogeneity  per- 
mits a  wider  coverage  of  emotional  experiences,  raising  of 
more  fundamental  issues  and  penetration  into  deeper  levels. 

A  review  of  the  literature  indicates  that  in  forming  a  thera- 
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peutic  group  "clinical  heterogeneity"  and  "favorable  mixture" 
of  patients  is  preferred  when  uncovering  is  an  aim. 

In  regard  to  preparation  of  patients  for  group  psycho- 
analysis, Ormont  (4)  advocates  seeing  the  patients  individually 
for  six  or  more  times  to  work  through  the  initial  resistance 
to  the  idea  of  group  therapy.  He  states  that  each  objection  to 
group  therapy  hides  a  specific  fear  and  that  the  roots  of  this 
resistance  are  always  imbedded  in  early  family  experiences. 
Wolf  (2)  states  that  the  patient  who  is  resistant  to  joining 
the  group  should  not  be  pushed  into  the  group  before  the  re- 
sistances have  been  analyzed.  Becker  (5)  points  out  that  pa- 
tients who  are  initially  hostile  and  resentful  of  the  idea  of 
coming  into  group  psychotherapy  usually  have  an  underlying 
opposite  urge  for  constructive  work  within  the  group. 

The  group  was  formed  in  December  of  1957.  All  prospective 
members  were  interviewed  individually  to  determine  their 
motivation  for  therapy.  The  number  of  interviews  varied  de- 
pending on  the  time  of  selection  of  patient.  The  majority  of 
the  patients  were  seen  for  one  interview.  Two  patients  were 
seen  over  an  extended  period  of  two  months.  Patients  ex- 
pressed doubt  during  the  initial  interview  as  to  the  value  of 
group  therapy  compared  to  that  of  individual  therapy.  Subse- 
quent behavior  in  the  group  seemed  to  indicate  that,  in  part, 
this  resistance  is  related  to  sibling  rivalry  and  the  wish  to 
avoid  sharing  the  therapist  with  other  patients. 

Both  men  and  women,  age  twenty  to  forty-five  years,  were 
selected.  In  the  original  group  of  six  patients,  one  had  recov- 
ered from  a  psychotic  episode  and  was  adjusting  at  a  neu- 
rotic level,  another  was  neurotically  depressed,  a  third  was 
diagnosed  as  a  paranoid  state,  and  the  others  exhibited  pri- 
marily character  disorders.  Following  the  first  meeting, 
attempts  were  made  to  exclude  psychotic  patients  or  patients 
who  had  recovered  from  psychotic  episodes.  This  was  deemed 
advisable  after  it  was  observed  that  these  patients  developed 
morbid  anxiety  especially  with  the  rapid  exploration  of  deeper 
levels  of  emotional  experience  that  occurs  in  analytic  therapy. 

The  group  was  "open,"  i.e.,  new  members  were  accepted, 
until  January  of  1960  when  March  31,  1960  was  set  as  the 
termination  date.  Of  the  four  patients  in  the  group  at  that 
time,  two  continued  in  individual  therapy.  A  total  of  15  pa- 
tients participated  in  the  group;  the  number  of  patients  in 
the  group  at  any  one  time  varied  from  four  to  seven.  Attend- 
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ance  at  the  sessions  varied  33  7^  to  100%;  the  attendance 
quotient  computed  on  a  sample  of  sixteen  weeks  was  86%  per 
session. 

Foulkes  (1)  states  that  the  ideal  frequency  for  group  psy- 
chotherapy sessions  is  one  li/^  hour  group  session  weekly. 
Wolf  (2)  believes  that  the  group  should  meet  ninety  minutes 
three  times  weekly,  with  individual  sessions  only  when  neces- 
sary to  alleviate  some  unusual  anxiety  in  a  particular  patient. 
In  this  group,  meetings  were  held  once  weekly,  each  session 
lasting  approximately  IV2  hours.  It  is  felt  that  with  this  fre- 
quency both  symptomatic  relief  and  working  through  of 
unconscious  conflicts  are  possible. 

Method  of  Treatment 

The  group-analytic  concepts  as  outlined  by  Foulkes  (1) 
were  used  as  a  theoretical  model.  The  therapist  gave  each 
patient  a  minimum  of  instructions  or  rules  to  follow  and  a 
maximum  of  freedom  in  self-expression.  The  basic  rule  inso- 
far as  the  patient's  verbal  communications  were  concerned 
was :  "Talk  about  anything  which  comes  to  your  mind  with- 
out selection."  The  group  began  with  the  therapist  asking 
each  patient  in  turn  about  his  complaints,  their  cause,  and 
what  he  thought  could  be  done  for  them,  thus  introducing 
the  patients  to  each  other.  He  then  supported  exchange  of 
comments,  thus  indicating  that  free  exchange  of  ideas  was 
part  of  the  game.  Insofar  as  the  therapist's  experience  and 
skill  permitted,  he  treated  all  communications  alike  and  with 
equal  respect,  and  was  continuously  helping  the  group  to  see 
the  significance  and  value  of  all  sorts  of  communications,  in- 
cluding the  smallest  and  most  trivial  remarks,  dreams,  slips 
of  the  tongue  and  manifest  behavior.  He  attempted  to  discern 
and  interpret  transference  feelings  and  analyze  all  resist- 
ances interfering  with  free  expression. 

The  liberal  expression  of  hostility  in  the  group  provoked 
counter-transference  feelings  of  anger  and  anxiety  which  ini- 
tially discouraged  active  participation  of  the  therapist  in 
recognizing  and  helping  to  resolve  group  resistances.  This 
problem  will  be  further  discussed  in  a  later  section  of  this 
paper.  Better  insight  into  the  group  process  was  possible  for 
the  therapist  through  meetings  with  the  supervisor.  Progress 
of  therapy  was  discussed  and  segments  of  tape  recordings 
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were  reviewed.  In  addition  to  the  supervisory  meetings,  the 
group  sessions  were  held  for  a  period  of  three  months  in  a 
one-way  screened  room  and  were  observed  by  members  of  the 
department  of  psychiatry  at  the  University  of  North  Caro- 
lina in  Chapel  Hill.  Following  the  meeting,  a  seminar  was 
conducted  by  Dr.  Foulkes  aimed  at  defining  processes  of  in- 
teraction in  the  group. 

Collection  of  Data 

The  first  eight  group  sessions  were  recorded  from  memory 
at  the  end  of  the  meeting.  Tape  recording  of  the  sessions  was 
introduced  thereafter  and  continued  throughout  the  course 
of  therapy.  The  introduction  of  tape  recordings  produced 
varied  reactions.  A  hysterical  patient  saw  it  as  an  expression 
of  the  therapist's  interest  in  the  group;  a  paranoid  patient 
perceived  it  as  a  threat  and  questioned  the  confidentiality  of 
the  recording. 

In  addition  to  the  above,  observers  and  co-therapists  ob- 
served and  recorded  their  impressions  of  the  group  meetings. 
Their  relative  non-involvement  enabled  them  to  make  more 
objective  observations. 

Definitions  of  Resistance 

Fenichel  (6)  defines  resistance  as  anything  which  prevents 
the  patient  from  producing  material  derived  from  the  uncon- 
scious. He  distinguishes  acute  resistances  (those  directed 
against  the  discussion  of  some  particular  topic)  from  charac- 
ter resistances,  those  attitudes  which  the  patient  developed 
earlier  in  life  in  order  to  maintain  his  repression  and  which 
he  now  exhibits  toward  the  therapist.  Menninger  (7)  calls 
resistance  "the  trend  of  forces  within  the  patient  which 
oppose  the  process  of  ameliorative  change." 

Bry  (3)  defines  resistance  as  any  emotional  attitude  that 
prevents  the  patient  from  cooperating  in  the  therapeutic 
process.  She  states  that  all  forms  of  resistance  in  individual 
therapy  are  also  encountered  in  group  treatment.  This  will 
be  used  as  a  working  definition  for  the  purpose  of  this  paper. 

Resistances  can  be  discussed  from  different  perspectives: 

1)  Forms  in  which  the  resistance  is  manifested  (behavior 
symptomatic  of  resistance.) 

2)  Determinants,  or  unconscious  factors  which  contribute 
to  the  development  of  the  resistance. 
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3)   The  handling  and  resolution  of  the  resistance. 

Forms  of  Resistance  Encountered 

The  manifestations  of  an  unconscious  resistance  might  take 
several  forms  and  the  same  behavior  might  indicate  several 
underlying  psychopathological  processes.  Resistance  arising 
from  conflicting  wishes  and  fears  at  an  unconscious  level 
manifests  itself  both  in  verbal  and  nonverbal  behavior.  In 
this  section  an  attempt  is  made  to  outline  this  behavior; 
examples  of  underlying  factors  will  be  given.  It  should  be 
emphasized  that  these  forms  of  resistance,  when  observed 
in  group  therapy,  should  act  as  danger  signals  requiring 
careful  evaluation  as  to  underlying  factors.  Once  the  latter 
are  understood,  attempts  should  be  made  to  resolve  them. 
Absenteeism  and  discontinuing  the  therapy.  As  a  form  of 
resistance,  this  was  generally  an  expression  of  hostility  due 
to  the  "non-giving"  attitude  of  the  therapist  or  the  group,  or 
the  result  of  anxiety  aroused  by  the  group  interaction.  One 
patient  denied  further  need  for  therapy  when  he  became 
threatened  by  his  fondness  for  one  member  of  the  group  and 
his  hatred  for  another.  In  one  situation,  a  family  member 
reinforced  the  patient's  tendency  to  withdraw  from  the  group. 
The  husband  of  a  patient  was  angry  with  the  therapist  for 
not  discussing  with  him  the  dynamics  of  his  wife's  illness. 
The  patient,  supported  by  her  husband,  began  to  complain 
that  the  therapist  was  disinterested  and  withholding  advice. 
She  left  the  group  stating  that  her  husband  had  accepted  a 
job  in  another  state. 

Patients  who  planned  to  be  absent  or  discontinue  the  ther- 
apy generally  announced  their  intentions  beforehand  to  test 
the  group  reaction.  Unexpected  absences  would  arouse  guilt 
and  anxiety  which  appeared  to  be  related  to  sibling  rivalry 
or  emancipation  fantasies. 

Constant  attendance.  One  patient  who  was  always  present  in- 
dicated his  fear  that  he  would  be  attacked  and  criticized  if 
he  missed  a  session.  His  defense  was  to  attend  and  then 
attack  the  other  patients,  but  never  the  therapist  whom  he 
tried  very  hard  to  please.  This  represented,  in  part,  a  dis- 
placement of  his  fear  and  hatred  from  his  father  (the  thera- 
pist)  to  various  group  members. 

Early  arrival  to  sessions.  One  patient  consistently  arrived  30 
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to  60  minutes  early.  Those  who  desired  her  "mothering" 
would  cluster  about  her  in  the  waiting  room  for  several  min- 
utes before  the  session  was  to  begin.  She  would  greet  each 
one  affectionately,  inquire  about  his  well-being,  and  lead  the 
group  into  the  interview  room  when  the  therapist  arrived. 
She  would  sit  opposite  the  therapist  and  compete  with  him 
for  the  position  of  therapist,  attempting  to  supply  the  sup- 
port and  advice  which  he  withheld.  Her  early  arrival  sug- 
gested her  own  dependency  and  wish  to  be  seen  individually, 
but  with  others  around  she  was  content  to  be  the  giver.  She 
avoided  talking  about  herself  except  on  infrequent  occasions 
when  a  competitor  would  outmaneuver  her  for  the  seat  oppo- 
site the  therapist.  Wolf  (8)  has  commented  about  patients 
with  the  "compulsive  missionary  spirit"  who  look  after  others 
in  a  supportive  parental  way  in  order  to  dominate  and  attack 
others  and  to  repress  more  basic  feelings. 
Late  arrival  to  session.  One  patient  was  attacked  by  the  group 
for  monopolizing  the  session,  some  patients  expressing  the 
wish  that  he  would  not  come  at  all.  He  retorted  angrily  that 
he  might  withdraw  from  the  group.  However,  instead,  he 
arrived  fifteen  minutes  late  for  the  next  meeting.  Before  his 
arrival,  the  others  were  filled  with  guilt  and  self-recrimina- 
tion. When  he  came  in  he  was  received  enthusiastically  and 
encouraged  by  the  group,  as  before,  to  monopolize  the  session 
with  his  problems.  He  avoided  the  spotlight  by  interpreting, 
with  an  assist  from  the  therapist,  the  group  resistance.  He 
continued  for  some  time  to  be  late  in  arriving,  partly  to  pro- 
tect himself;  partly  because  he  sensed  the  group's  concern 
that  he  might  not  come,  and  so  he  taunted  them  and  attempt- 
ed to  monopolize  in  absentia;  and  partly  to  express  his  hos- 
tility toward  the  therapist  who  he  blamed  with  some  justifi- 
cation for  having  become  the  target  for  the  group's  hostility. 
In  addition,  he  hoped  to  find  the  group  discussing  him  when 
he  arrived  so  that  he  would  feel  justified  in  creating  more 
disturbance. 

Regression.  Patients  who  entered  the  group  showing  varying 
degrees  of  regression  rather  quickly  reversed  the  regressive 
trend  and  went  along  with  the  group  in  the  direction  of  more 
maturity  and  responsibility  for  self.  The  element  of  compe- 
tition for  the  therapist's  favor,  and  the  desire  for  acceptance 
by  the  group,  challenged  each  to  be  more  productive  than 
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childish.  That  they  could  rise  to  the  challenge  and  conform 
to  the  group  norm  where  they  had  failed  in  their  own  social 
grouping  was  probably  related  to  the  fact  that  the  therapy 
group  permitted  an  honesty  of  expression  which  was  not  pos- 
sible in  society.  They  could  reveal  themselves  more  easily 
because  others  were  revealing;  and  they  discovered  that  they 
were  not  so  wrong  or  so  destructive  as  they  had  believed. 
Regression,  which  is  in  one  sense  a  defense  against  revelation 
of  the  unacceptable  self  by  the  claim  of  impotence,  became 
less  necessary. 

Silence.  Several  authors  have  commented  on  the  meaning  of 
silence.  Kotkov  (9)  states  that  silence  may  serve  as  a  pro- 
tection against  the  discovery  of  one's  weakness,  a  defense 
against  hostile  fantasies  or  a  defense  against  punishment. 
Silence  may  reflect  resentment  toward  giving  anything 
(words)  unless  given  something  in  return.  The  silent  patient 
may  be  identifying  with  the  therapist.  Bry  (3)  points  out 
that  patients  may  become  silent  due  to  the  anxieties  aroused 
in  the  discussion  of  emotionally  charged  topics.  The  resist- 
ance is  more  successful  in  group  than  in  individual  therapy 
since  it  more  easily  passes  unnoticed.  Wolf  (8)  equates 
silence  with  voyeurism,  and  states  that  the  latter  is  a  re- 
sistance unique  to  group  psychotherapy. 

One  patient,  who  wanted  the  therapist's  undivided  atten- 
tion, remained  silently  contemptuous  of  the  others,  as  if 
hoping  they  would  go  away.  She  broke  her  silence  only  to 
appeal  to  the  therapist  directly.  Another  patient,  a  shy,  apolo- 
getic young  man,  never  volunteered  an  opinion  about  any- 
thing. He  would  respond  to  efforts  to  draw  him  in  with  the 
comment  that  he  found  the  others  so  interesting  that  he  had 
forgotten  about  himself.  The  group,  flattered  and  deceived, 
and  relieved  that  they  were  not  neglecting  him  altogether, 
would  carry  on  with  more  pressing  problems.  He  had  entered 
the  group  complaining  of  feelings  of  inadequacy  and  peptic 
ulcer.  After  about  six  months  of  verbal  silence,  he  reported 
that  the  ulcer  had  healed.  At  about  ten  months,  he  was  asked 
to  tell  about  his  love  life.  This  happened  in  the  heat  of  some 
discussion  about  sexual  activity,  the  group  believing  that  his 
comments  would  be  bland  and  that  tension  would  be  relieved. 
He  replied  that  he  had  decided  to  marry  a  Japanese  girl  with 
whom  he  had  corresponded  but  had  never  met.  He  did  not 
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agree  with  those  who  ventured  the  opinion  that  this  would 
be  a  foolhardy  thing  to  do,  and  he  would  say  no  more  about 
it.  Two  months  later,  he  accepted  a  job  in  a  distant  city  and 
left  stating  that  he  had  benefited  from  the  group  experience, 
and  that  he  planned  to  consummate  the  marriage. 

Silence  on  the  part  of  the  therapist  can  reflect  his  anxiety 
in  the  face  of  group  hostility,  his  reluctance  to  deal  with  some 
resistance  which  might  incur  the  conscious  wrath  of  the 
group. 

Discussion  of  neutral  topics.  The  group,  when  faced  with 
anxiety  in  discussing  emotionally  charged  material,  tended 
to  shift  to  neutral  topics  or  deal  with  ideologies  at  an  intel- 
lectual level.  Negative  feelings  toward  the  therapist  and  other 
patients  and  discussions  of  sexual  material  were  most  often 
behind  this  shift  to  neutral  territory.  Bry  (3)  states  that 
such  "protective  talking"  is  more  frequent  in  groups  than 
individual  therapy  and  more  difficult  to  recognize  as  a  form 
of  resistance. 

Insight  as  resistance.  "Insight"  resistances  were  manifested 
in  two  ways:  1)  The  patient  would  discuss  his  problems  in- 
tellectually but  without  appropriate  emotion,  and  2)  the  pa- 
tient would  recognize  and  understand,  and  often  be  intolerant 
of,  the  problems  of  other  patients  without  recognizing  similar 
conflicts  within  himself. 

Flight  into  health.  Patients  may  consciously  deny  the  need  for 
further  treatment,  yet  in  their  behavior  indicate  clearly  that 
their  problems  have  not  been  adequately  resolved.  Patients 
who  establish  new  relationships  during  the  course  of  therapy 
(marriage,  love  aff'airs,  new  jobs  etc.)  are  especially  prone 
to  use  this  resistance.  A  magical  quality  is  attached  to  the 
new  relationship  and  the  patient  develops  a  deceptive  feeling 
of  health  and  well-being. 

Group  monopolist.  The  monopolist  who  intellectually  repeats 
the  same  material  without  being  able  to  gain  emotional  in- 
sight is  actually  trying  to  avoid  the  working  through  of  emo- 
tionally charged  material  by  the  use  of  obsessive  compulsive 
mechanisms.  A  patient  repeatedly  cited  examples  intended  to 
prove  that  he  was  abused  by  people  in  authority;  however, 
he  had  difficulty  in  recognizing  his  masochistic  needs.  The 
group  reacted  to  his  attempts  at  monopolizing  the  discussion 
with  anger,  and  they  attacked  him  verbally.  Thus  he  was 
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able  to  satisfy  his  masochistic  needs  in  the  group  without 
overcoming  them.  One  should  always  suspect  a  strong  sibling 
rivalry  at  the  roots  of  monopolistic  behavior. 
Somatization.  This  form  of  resistance  is  more  common  in 
patients  of  lower  socio-culture  background.  Kotkov  (9)  states 
that  patients  may  claim  that  symptoms  are  physically  deter- 
mined in  order  to  avoid  talking  about  feelings  associated  with 
guilt,  fear  of  punishment,  shame  etc. 

The  group  as  a  whole  may  use  this  resistance  to  express 
hostility  toward  the  therapist.  They  may  be  frustrated  when 
the  therapist  is  unable  to  meet  their  expectations  as  the  all- 
knowing  and  powerful  physician,  and  then  ask  for  medication 
or  seek  medical  advice  outside  the  group,  or  give  advice  to  each 
other  regarding  somatic  complaints  during  the  group  sessions. 
Denial  of  thoughts  and  jumbling  of  thoughts.  Depressed  pa- 
tients often  deny  having  any  thoughts  on  direct  questioning. 
They  are  actually  unable  to  single  out  and  verbalize  certain 
thoughts  which  are  jumbled  together.  The  group  as  a  whole 
can  show  this  phenomenon,  manifesting  uncertainty  as  to 
what  is  expected.  "No  one  seems  to  understand  the  other," 
is  a  frequent  statement  whenever  an  air  of  hopelessness  or 
a  feeling  of  futility  about  therapy  surrounds  the  group.  The 
group  at  this  time  is  struggling  to  define  its  role  and  that 
of  the  therapist. 

The  group  can  also  deny  having  any  thoughts  when  a  ques- 
tion is  put  forth  by  the  therapist.  This  is  more  frequent  in 
the  early  stages  of  therapy  when  the  tolerance  of  the  group 
is  not  known  by  the  members  and  there  is  concern  that  what 
is  said  can  hurt  other  patients'  feelings. 

Inability  to  definite  feelings  and  free-floating  feelings.  It  is 
surprising  how  frequently  patients  are  unable  to  describe 
their  feelings ;  their  non-verbal  communication  seems  to  ex- 
press more  clearly  their  feeling  tone.  Such  terms  as  "excited," 
"stimulated,"  "anxious,"  and  "depressed"  are  used  inter- 
changeably. Angry  feelings  often  go  unrecognized  by  the 
patients. 

A  rather  frequent  phenomenon  is  the  disassociation  of  the 
feeling  from  the  original  situation  which  provoked  it.  This  is 
particularly  true  with  negative  feelings  toward  the  thera- 
pist. The  group  may  deny  feeling  angry  toward  the  therapist 
but  in  the  material  brought  up  negative  transference  feel- 
ings are  indirectly  expressed. 
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"Obedient  group"  and  "rebellious  group".  While  transference 
feelings  contribute  to  the  other  forms  of  resistances  listed, 
they  seem  to  be  more  significant  when  the  group  reacts  as  an 
obedient  child  or  as  a  rebellious  child.  The  group  as  a  whole 
can  be  very  obedient  to  the  therapist,  listening  attentively  to 
what  he  says,  following  the  rules  set,  and  trying  to  please 
the  therapist  in  every  possible  way.  The  therapist  is  regarded 
as  the  final  authority  and  the  group  expects  him  to  play  his 
role  of  the  omnipotent  parent  figure.  When  the  therapist  is 
unable  to  satisfy  these  infantile  wishes,  the  group  reacts 
with  hostility  and  attempts  to  exclude  the  therapist  from  the 
discussion.  The  therapist's  verbalizations  may  be  either  neg- 
lected, ignored,  or  rejected;  and  the  stage  is  set  for  a  patient 
to  take  over  leadership  of  the  group.  In  our  group,  the  "moth- 
ering" patient  attempted  to  supply  what  the  therapist  denied 
the  group — the  satisfaction  of  the  group's  infantile  wishes. 
Discussion  of  absent  members.  Feelings  of  sibling  rivalry, 
death  wishes  and  guilt  are  provoked  in  the  group  especially 
when  the  absent  member  has  been  rejected  by  the  group. 

The  therapy  group  represents  the  primary  family  group. 
Patients  with  strong  wishes  to  have  been  the  only  child  com- 
plain that  they  don't  get  enough  time  during  the  group  ses- 
sion to  deal  with  their  problems.  They  are  interested  in 
reducing  the  number  of  patients  in  the  group  and  express 
wishes  to  see  the  therapist  individually.  The  wish  to  be  the 
only  child  is  coupled  with  death  wishes  toward  the  other 
patients.  Patients  may  deny  guilt  feelings  and  avoid  discus- 
sing absent  members ;  usually,  however,  there  is  an  expres- 
sion of  concern  and  guilt  regarding  the  absent  member.  They 
try  to  test  the  therapist's  interest  in  the  absent  member  and 
subsequently  the  therapist's  interest  and  love  for  them. 

Determina7its  of  Resistance 

In  a  group-analytic  situation  it  is  difficult  to  isolate  any 
one  factor  responsible  for  the  development  of  a  certain  re- 
sistance. It  is  heuristically  valuable  to  divide  the  determi- 
nants of  resistance  into  three  main  types.  It  should  be  empha- 
sized that  resistances  tend  to  become  group  resistance  with 
contributions  from  more  than  one  determinant,  and  that  the 
group  as  a  whole  acts  to  perpetuate  or  help  resolve  the  re- 
sistance. 
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1)  Character  resistance.  As  indicated  earlier,  individual 
patients  in  a  group  situation  repeat  their  habitual  modes  of 
relating  to  people,  their  conflict  patterns,  and  their  usual  de- 
fenses against  anxiety.  Their  unconscious  wishes  and  fears 
encourage  them  to  react  against  attempts  at  uncovering,  and 
also  to  gratify  infantile  wishes  in  the  group.  The  group  thera- 
peutic situation  provides  a  unique  opportunity  to  observe  the 
patient's  habitual  modes  of  relating  to  people  in  operation. 

2)  Counter-transference  resistance.  The  literature  dealing 
with  the  group  therapist's  role  concerns  itself  primarily  with 
what  the  therapist  should  do  to  ensure  a  therapeutic  atmos- 
phere within  the  group.  Much  less  has  been  written  to  clarify 
the  therapist's  contribution  in  a  group  situation  in  terms  of 
his  behavior  in  the  group.  The  therapist  can  contribute  to 
resistance  by  failing  to  recognize  and  work  toward  resolving 
a  particular  resistance.  This  may  be  due  either  to  the  threat 
involved  in  removing  a  resistance  (e.g.,  the  resistance  against 
patricide)  or  because  the  resistance  may  satisfy  certain  needs 
and  wishes  in  the  therapist's  character  structure.  The  coun- 
ter-transference resistance,  unless  recognized  and  resolved, 
can  ultimately  disrupt  the  therapeutic  function  of  the  group. 

3)  Contribution  of  the  group.  An  understanding  of  char- 
acter and  counter-transference  factors  in  resistance  helps 
to  trace  the  origin  of  many  resistances  developing  in  a  group 
therapy  situation.  However,  recognition  should  be  given  to 
the  fact  that  the  specific  composition  of  the  group  and  the 
qualities  of  the  group  determine  to  a  major  extent  the  degree 
to  which  the  other  two  determinants  are  active  at  a  particular 
time.  The  group  can  reinforce  a  patient's  acute  or  character 
resistance  and  adopt  it  as  a  group  resistance,  or  it  can  by 
"putting  the  therapist  on  the  spot"  reinforce  counter-trans- 
ference resistance.  Conversely,  the  group  can  work  in  such 
a  way  as  to  help  in  resolving  a  character  or  a  counter-trans- 
ference resistance. 

Example  of  Group  Resistance 

To  illustrate  these  three  determinants,  an  example  of  the 
development  of  a  group  resistance  will  be  briefly  discussed. 
To  encourage  free  group  interaction,  the  therapist  assumed 
a  relatively  non-directive  role.  Questions  were  referred  back 
to  the  group  for  discussion ;  the  group  was  expected  to  handle 
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silences,  and  interpretations  were  kept  to  a  minimum.  Against 
this  background,  a  male  patient  (Mr.  X)  took  over  as  group 
leader  and  began  asking  patients  to  elaborate  on  their  prob- 
lems. In  addition,  he  began  to  interpret  behavior  in  the  group. 
In  so  doing,  the  patient  was  acting  out  his  wishes  to  displace 
his  father.  The  therapist  felt  safe  in  that  he  was  not  held 
responsible  for  the  conduct  of  the  meetings,  and  the  self- 
appointed  group  leader  was  blamed  for  the  sterile  discussion 
that  took  place.  Thus  the  therapist  has  helped  the  patient 
to  act  out  his  impulses  against  his  father  in  order  to  avoid 
the  hostility  of  the  group.  Other  patients  also  encouraged 
Mr.  X  to  monopolize  the  sessions,  thus  avoiding  active  par- 
ticipation by  concentrating  on  his  problems. 

It  was  only  after  the  therapist  gained  insight  into  his  own 
contribution  that  he  was  able  to  handle  the  resistance.  The 
therapist  took  an  active  role  in  interpreting  the  resistance, 
and  relatively  non-participating  members  were  encouraged  to 
be  more  active.  Their  resistance  about  revealing  personal 
problems  was  interpreted  whenever  indicated  and  their  role 
in  allowing  Mr.  X  to  dominate  was  pointed  out.  The  therapist 
was  able  to  give  more  support  to  the  patients  while  dealing 
with  anxiety  and  at  the  same  time  accepted  more  responsi- 
bility for  the  conduct  of  the  sessions.  It  was  necessary  to 
interpret  Mr.  X's  competitive  impulses  with  the  therapist 
and  father,  and  at  the  same  time  his  wishes  to  perform  and 
be  the  favored  child. 

The  working  through  of  this  resistance  w^as  difficult  in 
view  of  the  counter-transference  feelings.  It  required  a  shift 
in  the  role  of  the  therapist,  who  initially  wished  to  avoid 
expression  of  hostility  from  the  group.  With  the  interpreta- 
tion of  the  resistance,  other  members  of  the  group  became 
more  active.  It  is  worth  noting  that  the  group  was  quick  to 
detect  the  change  of  the  therapist's  attitude  and  commented 
that  they  were  pleased  to  see  the  therapist  assuming  a  more 
active  role  in  the  group. 

Further  Comments  on  Dealing  with  Resistance 

Freud  (10)  felt  that  "in  combatting  these  resistances  lies 
the  task  of  the  therapy."  Spotnitz  (11)  states  that  this  is  as 
true  in  groups  as  in  individual  treatment ;  and  he  lists  a  num- 
ber of  general  principles  for  dealing  with  resistances  after 
first  pointing  out  that  it  is  not  desirable  to  destroy  those  re- 


N.    P.  ZARZAR   and  J.   D.   CARPENTER         57 

sistances  which  have  a  social  and  personal  (therapeutic) 
value,  nor  to  remove  others  until  their  nature,  function,  and 
consequences  of  their  removal  are  understood.  He  points  out 
that  patients  learn  to  deal  with  each  other's  resistances  and 
that  what  remains  is  the  common  group  resistance,  or  "cen- 
tral common  neurosis,"  which  becomes  for  the  therapist  the 
basic  task  to  deal  with  through  understanding  and  interpre- 
tation. 

Bry  (3)  states  that  early  in  the  experience  of  each  group 
considerable  effort  should  be  directed  toward  demonstrating 
what  resistance  is  and  how  to  become  sensitive  to  its  appear- 
ance in  others.  The  therapist  intervenes  when  resistance  is 
especially  complex  or  when  the  resistance  is  not  recognized 
or  sufficiently  understood  by  the  group,  e.g.  intellectualiza- 
tion  and  advice-giving,  activities  in  which  all  members  of  the 
group  may  engage. 

From  our  experience  we  agree  with  the  opinions  stated 
above.  Once  a  group  code  is  established,  group  members  be- 
come adept  at  detecting,  challenging  and  dealing  with  resist- 
ances. This  is  especially  true  with  such  forms  of  resistances 
as  silence,  absence,  late  arrival,  monopolizing  the  group  etc. 
All  these  share  a  certain  degree  of  deviation  from  the  group's 
code.  The  deviation  is  relative  since  it  is  expected  that  groups 
differ  and  codes  can  be  set  at  different  levels  in  different 
groups.  In  situations  where  the  manifestations  of  resistance 
are  more  subtle  and  where  the  group  as  a  whole  participates 
in  the  resistance,  more  active  participation  of  the  therapist 
is  indicated. 

Summary : 

Common  forms  of  resistance  as  observed  in  a  group  analytic 
situation  were  discussed.  Dynamic  unconscious  factors  con- 
tributing to  their  development  were  touched  upon;  but  no 
attempt  was  made  to  outline  systematically  patterns  of  group 
interaction.  The  importance  of  recognizing  resistances  and 
analyzing  their  determinants  was  stressed. 

A  review  of  the  literature  supports  the  impression  that 
resistances  observed  in  this  group  are  similar  to  those  ob- 
served in  other  group  analytic  situations.  It  is  felt  that  the 
degree  to  which  each  form  of  resistance  is  utilized  is  a  func- 
tion of  the  group  composition — including  patients  and  thera- 
pist. 
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Current  Research  Abstract 

Thomas  A.  Smith,  M.D. 

(Broughton  Hospital,  Morganton,  N.  C.) 

N.I.M.H.    PSC    Collaborative    Research    Study   on    Schizophrenia 

The  problem  is  essentially  that  of  determining  whether  high 
dosage  chlorpromazine  is  more  effective  in  treating  the  symp- 
tomatology, and  effecting  an  improved  social  adjustment  in 
the  chronic  schizophrenic,  than  is  low  dosage  chlorpromazine 
or  the  other  customarily  prescribed  hospital  treatments. 

The  method  involves  the  selection  of  120  patients  v/ith  a 
diagnosis  of  schizophrenia  who  have  been  hospitalized  con- 
tinuously for  two  or  more  years  and  who  are  between  the 
ages  of  18  years  and  56  years.  These  patients  have  been 
divided  by  random  selection  into  four  groups  of  thirty  each. 
(Those  patients  manifesting  mental  deficiency,  organic  CNS 
disease,  or  other  complicating  disorders  have  been  excluded.) 
One  group  has  been  placed  on  placebo  as  a  control;  another 
is  to  continue  such  therapy  as  is  prescribed  at  will  by  the 
ward  physician ;  a  third  group  is  to  receive  300  mg.  of  chlor- 
promazine daily;  the  fourth  group  is  to  be  built  gradually 
over  a  period  of  several  weeks  to  a  total  dose  of  1980  mg.  of 
chlorpromazine  daily.  The  chlorpromazine  is  to  be  adminis- 
tered in  a  divided  daily  dose  of  one  third  in  the  morning  and 
two  thirds  at  bedtime.  All  patients  are  to  be  evaluated  at 
regular  intervals  on  standard  rating  instruments  by  physi- 
cians, nurses,  social  workers  and  attendants.  The  treatment 
period  is  to  continue  for  32  weeks.  All  information  is  to  be 
sent  to  Washington  for  data  processing  by  the  Georgetown 
Biometric  Laboratory. 

The  results  and  conclusions  have  not  yet  been  determined 
because  the  study,  while  far  along,  is  not  yet  completed.  To 
date  it  would  appear  that  the  tentative  conclusion  could  be 
drawn  that  the  high  dose  treatment  with  chlorpromazine  re- 
sults in  greater  improvement  in  a  significant  number  of  pa- 
tients than  the  other  therapies  compared  with  it  in  the  study. 
However,  this  improvement  must  be  balanced,  we  believe, 
against  the  increased  incidence  of  troublesome  side  effects 
associated  with  the  high  dose  of  chlorpromazine. 
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NEWS  BRIEFS 

NORTH  CAROLINA  MENTAL  HEALTH 
ASSOCIATION,  INC. 

The  mental  health  associations  have  demonstrated  their 
willingness  and  interest  in  working  with  all  agencies  and 
organizations  concerned  with  the  care  and  treatment  of  the 
mentally  and  emotionally  disturbed,  and  offer  their  continued 
assistance  and  cooperation  for  expanded  services  in  North 
Carolina.  The  new  officers  and  the  Board  of  Directors  for  1966 
have  pledged  their  individual  and  combined  efforts  to  this 
cause. 

New  Officers  of  State  Association: 

Dr.  M.  J.  MacDonald  of  Canton,  North  Carolina  was  in- 
stalled as  the  new  state  president  at  the  March  1966  annual 
association  meeting.  Serving  with  him  this  year  are:  Carlos 
Young,  president-elect,  of  Shelby,  N.  C. ;  Mrs.  Edward  Rod- 
man, secretary,  of  Washington,  N.  C. ;  and  Charles  D.  Cobb 
of  Greenville,  treasurer.  Regional  vice-presidents  are:  Rev. 
Marlin  Schaeffer  of  Lexington;  Dr.  A.  H.  Zealy,  Jr.  of  Golds- 
boro ;  Dr.  Victor  G.  Herring  of  Tarboro ;  and  Donald  Kempton 
of  Horse  Shoe,  N.  C. 

Mental  Health  Week: 

Mental  Health  Week  (the  first  week  in  May)  received  ex- 
cellent publicity  throughout  the  state  through  the  cooperative 
efforts  of  the  local  and  state  mental  health  associations,  the 
community  mental  health  clinics  and  the  State  Department 
of  Mental  Health. 

Special  attention  was  called  to  the  needs  for  increased  local 
mental  health  treatment  and  rehabilitation  services  and  to 
the  expanded  needs  of  the  hospitals  and  treatment  centers 
of  the  state. 

"Gaining  community  understanding  and  support  of  these 
state-wide  needs  is  one  of  the  primary  functions  of  the  mental 
health  associations,"  said  Dr.  Malcolm  MacDonald,  president 
of  the  State  Association.  "We,  as  citizens  and  community 
leaders,  must  continue  our  efforts  to  keep  county  commis- 
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sioners  and  members  of  our  State  General  Assembly  informed 
and  aware  of  these  needed  services  to  people  and  encourage 
their  cooperation  in  gaining  adequate  financial  support  to 
meet  the  increasing  demands  for  community  comprehensive 
services." 

Several  county  associations  held  special  programs  during 
May — emphasizing  Mental  Health  Week.  Some  w^ere  for 
fund-raising  purposes,  others  were  educational.  Winston- 
Salem  had  a  most  rewarding  Auction-Dinner  at  the  Forsythe 
Country  Club  which  brought  some  $5,000  into  the  local  asso- 
ciation's treasury.  In  Johnston,  Lee,  Wayne  and  Wake  Coun- 
ties, the  local  associations  held  luncheon  and  dinner  meetings 
for  members  of  their  Board  of  Directors  and  other  interested 
community  leaders.  Invited  to  speak  was  Rev.  Orion  N.  Hutch- 
inson, Jr.  of  Walkertown,  N.  C.  His  topic  for  these  meetings 
was  "The  Community's  Role  in  the  Total  Mental  Health 
Movement."  These  meetings  were  also  in  recognition  of  local 
news  media  and  citizen  cooperation  with  local  mental  health 
associations'  programming  during  the  year. 

County  Meeting  with  Democratic  Candidates: 

In  Wayne  County,  a  separate  meeting  of  all  the  candidates 
in  the  Democratic  primary  was  held  prior  to  election  day.  May 
28th,  at  which  time  representatives  of  the  local  mental  health 
association  met  with  them  to  discuss  local  and  state  mental 
health  service  budgets  for  the  coming  year.  Representatives 
from  the  State  Department  of  Mental  Health  were  invited 
to  give  proposed  legislative  requests  for  the  1967  General 
Assembly.  Other  counties  have  held  similar  meetings  or  have 
planned  them  for  the  summer  and  fall. 

This  effort  is  in  keeping  with  the  request  from  the  State 
Department  of  Mental  Health  to  gain  a  better  "grass  roots" 
understanding  of  the  state  and  community  mental  health 
service  needs  and  the  cost  to  expect  for  local  and  state  financ- 
ing. The  State  Mental  Health  Association  and  its  affiliated 
local  chapters  have  pledged  their  cooperation  to  the  State 
Department  of  Mental  Health  to  help  in  the  total  effort  for 
the  people  of  our  state.  It  was  reported  that  the  proposed 
budget  increase  for  the  next  biennium  would  provide  some 
type  of  community  programmed  service  to  86  of  the  state's 
100  counties.  With  this  as  the  goal  for  1967-69,  local  associa- 
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tions  will  be  giving  much  time  and  "leg  work"  in  their  re- 
spective counties  and  communities. 

Developing  and  Expanding  Local  Mental  Health  Services: 

Citizens'  groups  are  working  closely  with  mental  health 
clinic  personnel  and  advisory  committees  to  local  mental 
health  authorities  in  an  effort  to  establish  comprehensive 
mental  health  centers.  A  few  centers  have  gained  approval 
for  funding  within  the  next  year;  others  are  busy  making 
studies,  surveys  etc.  in  preparation  for  making  application 
for  a  center. 

Several  areas  of  the  state  are  now  ready  to  move  forward 
towards  developing  and  expanding  local  services  for  the  men- 
tally and  emotionally  ill ;  however,  they  are  being  held  up  due 
to  the  lack  of  state  funds  for  the  coming  year.  This  is  being 
pointed  out  to  local  legislative  representatives  as  further 
evidence  for  the  increased  funds  requested  in  the  "B"  budget 
for  1967-69. 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 

Committee  on  Mental  Health: 

John  L.  McCain,  M.D.  of  Wilson,  N.  C,  has  been  reappoint- 
ed chairman  of  the  Committee  on  Mental  Health  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  for  1966-1967.  The 
committee  will  hold  its  first  meeting  during  the  Medical  So- 
ciety's Conclave  of  Committees  September  28-October  2,  1966 
at  the  Mid  Pines  Club,  Southern  Pines,  N.  C. 

The  Committee  on  Mental  Health  is  conducting  a  "Tele- 
phonorama  Project"  to  promote  topics  in  the  area  of  mental 
health  such  as  "mental  retardation  and  children's  services," 
"mental  health  education,"  "alcoholism"  and  "medicine  and 
religion"  in  county  medical  societies  across  the  state. 

In  cooperation  with  the  N.  C.  Academy  of  General  Practice 
and  the  N.  C.  Neuropsychiatric  Association,  the  committee 
has  developed  a  flexible  plan  of  programs  for  county  medical 
societies  of  a  variety  of  pertinent  and  popular  mental  health 
topics.  These  programs  have  been  grouped  into  four  general 
categories — Mental  Health  Education ;  Mental  Retardation  and 
Children's  Services ;  Alcoholism ;  and  Medicine  and  Religion — 
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and  can  be  tailored  to  fit  the  needs  of  county  medical  societies 
across  the  state.  Hopefully,  two  such  programs  will  have  been 
conducted  in  each  county  medical  society  by  December  1967. 
The  Medical  Society  Headquarters  in  Raleigh  will  serve  as 
the  clearing  house  to  coordinate  topics  and  speakers  requested 
by  individual  societies.  This  project  has  been  made  possible 
through  several  pharmaceutical  houses.  Funds  are  still  avail- 
able to  support  honorariums  for  the  speakers'  bureau. 

A  number  of  methods  are  being  employed  to  inform  county 
medical  societies  of  this  new  project.  Personal  letters  have 
been  sent  to  newly  elected  presidents.  A  follow-up  telephone 
call  is  being  made  by  designated  members  of  the  Mental  Health 
Committee  to  stimulate  interest  in  the  program  and  assist  in 
selection  of  a  desired  series  of  programs.  Telephone  calls  to 
prime  target  counties  will  be  made  at  periodic  intervals  during 
the  year. 

Subcommittee  on  Mental  Retardation  and 
Children's  Services: 

Mental  Health  Services  for  Children,  a  joint  report  of  com- 
mittees representing  the  N.  C.  Mental  Health  Association  and 
the  Medical  Society  of  the  State  of  North  Carolina,  is  available 
in  single  copies  by  contacting  either  organization. 

Society  Represented  at  Conferences 

John  L.  McCain,  M.D.  of  Wilson,  N.  C.  has  been  reappoint- 
executive  director  of  the  Medical  Society,  attended  the 
Twelfth  Annual  Conference  of  Mental  Health  Representatives 
of  State  Medical  Associations  in  Chicago  on  February  18  and 
19,  1966.  Dr.  McCain  also  was  a  participant  in  the  Seventh 
Regional  American  Academy  of  General  Practice  Workshop 
on  Mental  Health  on  May  20-22,  1966  at  Miami  Beach,  Florida. 

Symposium  on  Medicine  and  Religion 

"The  Physician,  the  Clergy,  and  the  Whole  Man,"  a  sympo- 
sium on  medicine  and  rehgion,  will  be  held  June  11,  12,  &  13, 
1967  at  the  University  of  North  Carolina  School  of  Medicine, 
Chapel  Hill,  N.  C.  Sponsored  by  the  Medical  Society  Commit- 
tee on  Medicine  and  Religion,  the  UNC  School  of  Medicine 
and  the  American  Medical  Association  Department  of  Medi- 
cine and  Religion,  physicians  and  ministers  in  a  five  state 
area  will  be  invited  to  attend.  Jack  W.  Wilkerson,  M.D.  of 
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Wilson,  N.  C,  chairman  of  the  Medical  Society  Committee 
on  Medicine  and  Religion;  and  Chaplain  Fred  W.  Reid,  Jr., 
chaplain  of  N.  C.  Memorial  Hospital,  Chapel  Hill,  N.  C,  are 
co-chairmen  for  the  conference. 


NORTH  CAROLINA  NEUROPSYCHIATRIC 

ASSOCIATION  AND  DISTRICT  BRANCH  OF  THE 

AMERICAN  PSYCHIATRIC  ASSOCIATION 

Notes  from  the  President 

As  far  as  I  know,  many  of  the  various  committees  of  this 
organization  have  been  fairly  inactive  in  years  past.  It  is 
doubtful  if  we  can  afford  to  remain  this  way  any  longer. 
Certainly,  vast  quantities  of  written  material  deluge  us  from 
the  Washington  offices  and  many  of  these  things  require  de- 
liberation and  decisions. 

On  May  3,  1966,  in  conjunction  with  the  meeting  of  the 
N.  C.  Medical  Society  in  Asheville,  we  held  an  Executive 
Committee  meeting  all  morning.  I  am  greatly  indebted  to 
Drs.  Donner,  Harper,  Nelson,  Proctor  and  Vernon  who  joined 
me  for  that  morning's  work.  We  took  up  various  matters  of 
pressing  business  and  agreed  on  items  which  must  be  taken 
to  the  annual  meeting  in  October. 

Then,  following  the  panel  on  therapeutic  abortion  on  Tues- 
day afternoon,  we  held  a  brief  business  meeting  of  the  two 
organizations  in  order  to  fulfill  the  Constitutional  require- 
ment regarding  making  notice  of  change  of  Constitution  at 
the  preceding  meeting. 

Even  the  question  of  what  constitutes  an  executive  com- 
mittee is  a  complicated  one.  In  the  last  issue  of  the  Journal 
I  pointed  out  that  I  was  trying  to  study  the  constitutions  and 
by-laws  of  the  District  Branch  and  the  N.C.N-P.  Association 
to  see  how  these  might  coincide.  There  are  plenty  of  incom- 
patibilities. The  office  bearers  of  both  organizations  are  the 
same  but  the  District  Branch  has  a  council  consisting  of  the 
office  bearers  and  the  representative  to  the  A.P.A.  Council  of 
District  Branches.  The  secretary  serves  as  the  clerk  and  the 
meetings  are  held  on  the  call  of  the  president  or  three  mem- 
bers petitioning.  (Five  persons  constitute  a  quorum.)  On  the 
other  hand,  the  N.C.N-P,  has  an  Executive  Committee  con- 
sisting of  the  officers,  two  counselors  and  the  chairmen  of  all 
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special  and  standing  committees  and  the  chairman  of  the 
Section  of  Neurology  and  Psychiatry  of  the  North  Carolina 
Medical  Society.  Unfortunately,  there  are  15  standing  com- 
mittees listed!  This  would  lead  to  a  most  unwieldy  Executive 
Committee. 

Business  Meeting  in  October 

The  following  important  items  will  come  up  at  the  luncheon 
meeting  in  Chapel  Hill  on  October  21,  1966: 

The  first  is  related  to  a  request  from  the  Editor-in-Chief 
of  the  North  Carolina  Journal  of  Mental  Health.  Dr.  Eugene 
A.  Hargrove  has  asked  the  Association  to  remove  the  $250 
ceiling  from  our  support  of  one  issue  of  the  Journal  per  year 
and  instead  to  agree  to  pay  the  cost  of  one  issue.  This  is 
based  on  the  fact  that  rising  printing  costs  and  an  increase 
in  the  number  of  pages  have  made  the  price  of  each  issue 
run  at  least  $150  more  than  the  original  estimate.  The  Execu- 
tive Committee  decided  to  inform  Dr.  Hargrove  that  the  As- 
sociation would  pay  $400  this  year  and  would  then  take  up 
a  new  proposal  at  the  annual  meeting.  This  proposal,  on  which 
you  will  be  invited  to  vote,  will  recommend  that  the  contri- 
bution toward  publication  of  the  North  Carolina  Journal  of 
Mental  Health  be  at  the  rate  of  $3.00  per  member  per  year 
(the  $3.00  to  come  out  of  your  annual  dues.) 

The  second  item  will  be  a  recommendation  that  the  Asso- 
ciation should  pay  all  expenses  incurred  by  the  delegate  or 
the  alternate  delegate  in  attending  the  Assembly  of  District 
Branches.  (The  present  by-law  states  that  we  will  pay  "neces- 
sary additional  expenses"  without  defining  what  this  means.) 

The  third  proposal  is  a  recommendation  that  the  District 
Branch  and  Association  employ  a  part-time  paid  executive 
secretary  to  take  care  of  the  increasing  demands  for  corre- 
spondence and  various  fiscal  matters.  We  would  continue  to 
have  an  honorary  treasurer  and  an  honorary  secretary  under 
whose  guidance  the  executive  secretary  would  work.  Dr. 
Richard  Proctor  is  making  some  inquiries  about  possible 
means  of  implementing  such  a  recommendation  and  will  re- 
port upon  this  in  October. 

The  next  proposal  is  that  North  Carolina  Neuropsychiatric 
Association  members  who  are  not  members  of  the  American 
Psychiatric  Association  should  be  automatically  made  aflJiliate 
members  of  the  North  Carolina  District  Branch.  (The  Execu- 
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tive  Committee  wishes  to  retain  the  North  Carolina  Neuro- 
psychiatric  Association  as  an  organization  but  seeks  to  make 
adjustments  of  this  sort  to  ehminate  redundancies  and  in- 
compatibilities in  the  two  constitutions.  For  all  practical 
purposes  we  would  propose,  therefore,  that  the  District 
Branch  Constitution  would  be  the  one  to  take  precedence 
and  to  be  our  general  guide.) 

If  we  get  approval  to  have  an  executive  secretary,  we  will 
then  seek  approval  to  process  all  membership  applications 
for  the  American  Psychiatric  Association.  Local  handling  of 
this  (instead  of  leaving  it  to  a  national  committee)  has  been 
recommended  to  all  District  Branches  and  only  two  District 
Branches  in  this  area  are  not  yet  approved.  North  Carolina 
is  one  of  these. 

If  we  do  become  approved  to  handle  all  membership  appli- 
cations within  the  state,  we  will  then  seek  a  new  by-law  to 
the  effect  that  the  president  should  appoint  a  Membership 
Committee  consisting  only  of  Fellows  of  the  American  Psy- 
chiatric Association.  This  has  the  objective  of  making  it 
possible  for  the  Membership  Committee  to  handle  the  eleva- 
tion of  members  to  Fellowship  with  the  embarrassment  of 
having  non-Fellows  on  the  committee  itself. 

As  a  final  point  the  Executive  Committee  is  going  to  pro- 
pose a  constitutional  amendment  permitting  the  committee 
to  circulate  proposed  amendments  to  the  constitution  by  mail 
to  all  members  at  least  30  days  before  a  full  meeting.  In  our 
opinion  this  will  facilitate  a  more  rapid  ability  to  respond  to 
any  pressing  needs  which  might  become  apparent  to  execu- 
tive committees  in  the  future. 

I  have  gone  into  some  detail  above  in  the  hope  that  you 
will  give  these  matters  your  careful  consideration  before  the 
October  meetings.  Please  do  not  hesitate  to  speak  to  mem- 
bers of  the  Executive  Committee  if  you  have  strong  positive 
or  negative  feelings.  We  will  try  to  leave  as  much  time  as 
possible  for  discussion  at  the  business  meeting  on  October 
21st. 

Annual  Meeting 

The  October  meetings  will  occupy  all  day  Friday  and  we 
hope  that  you  will  stay  on  through  Saturday.  We  will  soon 
be  sending  around  a  letter  asking  for  advance  registration 
and  opinions  regarding  activities  for  wives,  and  other  details. 
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I  would  like  to  suggest  that  committee  chairmen  consider 
calling  meetings  of  their  committees  to  be  held  in  Chapel 
Hill  on  the  afternoon  or  evening  of  Thursday,  October  20th. 
This  would  be  particularly  appropriate  if  the  committee 
expects  to  have  any  business  which  might  run  to  more  than 
just  a  few  minutes.  The  U.N.C.  Department  of  Psychiatry 
will  be  glad  to  supply  meeting  rooms  and  stenographic  help, 
if  requested.  There  will  be  no  formal  activities  on  Thurs- 
day evening  but  I  do  propose  to  have  an  informal  open  house 
for  out-of-town  guests  who  have  arrived  on  Thursday.  Mem- 
bers of  the  local  arrangements  committee  will  be  assisting 
me  by  acting  as  hosts. 

The  scientific  meeting  will  begin  on  Friday  morning  with 
two  presentations  by  well-known  workers  in  the  fields  of 
psychopharmacology  and  alcoholism.  These  are  Drs.  Jack 
Durrell  and  Jack  Mendelson.  I  can  guarantee  a  most  stimu- 
lating morning  for  all  who  attend. 

Following  the  lunch,  we  will  have  the  business  meeting 
and  will  tackle  the  items  mentioned  above,  plus  others  which 
may  arise  between  now  and  then.  Then,  perhaps  around  3:00 
p.m.,  we  will  have  the  principal  speaker  in  the  scientific  pro- 
gram, Dr.  Francis  J.  Braceland,  a  former  president  of  the 
American  Psychiatric  Association  and  now  editor-in-chief  of 
the  A. P. A.  Journal. 

Beginning  about  6:00  we  will  have  a  cocktail  party,  fol- 
lowed by  dinner  at  which  the  speaker  will  be  Mr.  Harry 
Golden,  editor  of  the  Carolina  Israelite.  We  expect  to  have  to 
limit  attendance  at  the  dinner  and  therefore  will  ask  you  to 
register  for  this  well  in  advance. 

On  Saturday,  October  22  we  will  offer  "Question  the  Ex- 
pert" sessions  with  all  three  of  our  scientific  speakers  during 
the  first  part  of  the  morning.  The  official  meeting  will  be 
over  in  time  for  lunch  before  the  UNC-Wake  Forest  football 
game  for  which  we  hope  to  have  blocks  of  tickets  available. 

John  A.  Ewing,  M.D. 
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EDITORIAL 

Rise  and  Decline  of  Psychiatric  Enthusiasm 

(Prospecting  for  Heaven*) 


If  we  review  the  history  of  psychiatry,  we  find  that  there 
have  been  several  episodes  of  what  we  might  call  enthusiastic 
excitement.  These  have  Invariably  accompanied  some  mean- 
ingful progress  made  In  either  the  und-erstanding  or  the 
management  of  psychiatric  illness.  There  was  great  ado  early 
when  infection  was  shown  to  be  the  cause  in  some  instances 
and  there  was  much  desire  to  generalize.  Later  on  a  fervor  was 
created  by  the  possibility  that  fever  therapy  might  be  the 
treatment  to  cure  all  psychiatric  illness.  Insulin  treatment  and 
electroconvulsive  treatment  each  in  its  own  turn  created  the 
same  type  of  agitation.  Psychotherapy  on  many  variations 
has  enjoyed  its  turn  as  the  sought-after  panacea.  Currently 
we  find  ourselves  in  the  midst  of  the  revolution  called 
"community  psychiatry." 

One  can  ask,  "Why  do  these  excitements  occur?"  But  one 
might  better  ask,  "Why  do  these  excitements  subside  and  how 
can  we  create  a  continuum?"  Are  we  so  prone  to  faddism 
that  we  must,  in  fact,  behave  like  our  teenage  population 
jumping  on  the  current  bandwagon  only  to  drop  off  when  it 
gets  boring?  Is  it  not  possible  to  recognize  each  new  step  for 
what  it  is— a  link  in  a  chain— another  step  but  certainly  not  the 
total  answer?  Must  we  instead  impune  each  step  with  such  un- 


From  the  title   of   a   book   by   Edwin   E.    Embree,    Viking    Press,    1932:    Prospecting    for 
Heaven ;   Some   Conversation   About   Science  and   The  Good   Life. 


4         N.  C.  JOURNAL  OF  MENTAL  HEALTH 

realistic  therapeutic  characteristics  as  to  only  set  ourselves  up 
for  disillusionment  and  later  disinterest. 

It  is  important  that  we  recognize  in  this  era  of  community 
psychiatry  that  even  the  nev/  knowledge  of  social  factors  and 
community  inference  will  not  and  cannot  supply  the  final 
answer.  This  is  already  obvious.  In  spite  of  this,  we  must  find 
ways  and  means  to  sustain  the  excitement  and  enthusiasm 
caused  by  the  recognition  of  another  important  step.  Mental 
health  and  illness  must  not  be  swept  back  under  the  carpet 
when  the  clamor  has  died  down.  The  development  and  sup- 
port of  programs  that  will  include  all  our  knowledge  to  date 
and  continue  to  pursue  new  knowledge  will  take  continuing 
high  level  of  interest  and  excitement  on  many  fronts. 

Workers  in  the  field  should  be  encouraged  by  the  fact  that 
these  resurgences  occur  due  to  a  basic  humanistic  attitude 
born  out  of  the  times  of  the  French  revolution  with  Pinel  and 
continuing  throughout  the  years,  symbolized  by  many  people 
such  as  Dorothea  L.  Dix,  and  most  recently  achieving  its 
apogee  in  the  monumental  and  massive  legislative  actions 
stimulated  by  the  late  President  John  F.  Kennedy. 

B.G.  and  N.E.S. 


An  Approach  to  Emotionally  Disturbed  Children 

Re-Education  at  Wright  School 


Ann  K.  Parbish,  ACSW 
Social  Worker 
Wright  School 
Durham,  N.  C. 

Geraldine  Foster 

Editorial  Consultant 

Chapel  Hill,  N.  C. 


"I  hate  everybody,"  one  child  says.  Another  says,  "Every- 
body hates  me";  or  "It's  not  my  fault";  or  "They  won't  let 
me  play  with  them"  ;  or  "I  won't  do  it,  I  hate  school" ;  or  "Why 
am  I  different?";  or  "I  don't  care";  or  "Why  can't  mommy 
and  daddy  get  along?";  or  "I'd  rather  play  by  myself";  or 
"Mommy,  I'd  rather  just  stay  with  you";  or  "They  call  me 
stupid"  and  on  .  .  .  and  on  .  .  .  and  on. 

All  children  say  these  things  at  times,  but  when  they  say 
them  over  and  over  in  an  endless  refrain  they  are  troubled 
children — feeling  confused  and  angry,  worthless  and  unloved, 
and  very  lonely. 

Where  do  they  come  from?  The  prevailing  notion  is  that 
disturbed  children  come  only  from  homes  where  there  is  never 
enough  money  or  food  to  go  around,  from  homes  where 
neglect  is  apparent  to  all,  and  from  homes  broken  by  divorce, 
catastrophe,  or  death.  Disturbed  children  do  come  from 
homes  like  these,  to  be  sure.  But  they  also  come  from  homes 
where  there  has  never  been  a  moment's  want  for  any  ma- 
terial thing,  where  almost  every  waking  thought  is  centered 
on  the  children.  The  truth  is  that  they  come  from  homes 
on  every  point  of  the  continuum  between  poverty  and  wealth, 
deprivation  and  privilege.  The  specter  of  emotional  disturb- 
ance can  appear  wherever  children  exist. 

If  these  statements  seem  too  sweeping,  five  years  ago  the 
American  Child  Guidance  Foundation  reported  that  "one  out 
of  every  ten  children  in  the  United  States  will  develop 
definite  emotional  disturbance."  The  Foundation  maintained 
that  there  were  over  one  million  children  already  emotionally 
ill  and  that  3,000  were  born  every  week  who  would  eventually 
need  hospitalization  for  emotional  disorder.  A  report  pub- 
lished by  the  American  Psychiatric  Association  yielded  the 
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tragic  estimate  of  2,500,000  to  4,500,000  emotionally  dis- 
turbed children. 

Emotional  disturbance  may  well  occur  in  physically  or 
mentally  handicapped  children,  but  we  will  be  talking  about 
the  vast  number  of  emotionally  disturbed  children  who  look 
deceptively  like  "just  kids."  On  the  surface,  they  bear  a 
marked  resemblance  to  "normal"  children.  What  constitutes 
the  so-called  normal  child  is  still  a  moot  issue,  but  for  our 
purposes  he  is  defined  simply  as  one  with  good  intellectual 
endowment  who  is  passing  through  his  developmental  stages — 
and  all  of  their  built-in  struggles — with  a  growing  sense  of 
his  own  identity.  He  is  coping  with  the  problems  of  daily 
living  in  a  reasonably  satisfying  way  for  himself  and  others. 
He  questions,  he  investigates,  and  he  does  not  conform  for 
conformity's  sake.  He  is  learning  to  trust  other  people  and 
his  environment,  and  he  can  take  from  them  those  things 
that  have  meaning  for  him.  Life  and  growth  are  very  much 
open  for  him. 

Like  the  normal  child,  the  emotionally  disturbed  child  has 
an  average  to  superior  LQ.,  but  his  school  work  seldom  re- 
flects his  intellectual  capacity.  He  has  the  ability  to  learn,  but 
he  does  not  seem  to.  Or,  he  can  learn,  but  is  blocked  in  per- 
formance so  that  his  learning  is  all  but  lost  to  him.  There  are 
exceptions — a  child  may  escape  into  overlearning  at  the  cost 
of  emotional  and  sometimes  even  physical  growth ;  or  he  may 
perform  adequately  in  school,  his  emotional  disturbance  may 
be  expressed  in  speech  blockage,  facial  tics,  or  compulsive 
gestures.  But  in  general  learning  problems  do  seem  to  accom- 
pany emotional  problems. 

Unlike  the  normal  child,  the  disturbed  child  is  having 
grave  difficulty  growing  up.  He  has  little,  if  any,  confidence  in 
himself  and  few  skills  for  coping  with  the  problems  of  daily 
living.  He  knows  no  really  satisfying  ways  for  dealing  with 
himself  and  those  around  him.  His  life  energies  are  caught  up 
in  self-defeating  struggles ;  or,  worse,  he  has  lost  the  incentive 
to  struggle  at  all. 

At  one  end  of  the  spectrum,  he  is  crushed  into  submission. 
This  child  is  perhaps  the  most  difficult  to  spot  because  he  con- 
forms and  gives  no  trouble  at  home  or  at  school.  He  rarely 
questions.  He  does  as  he  is  told;  he  is  a  "good"  child.  But  if 
one  looks  closely,  there  is  a  deadness  in  his  eyes,  a  faraway 
look  and  a  tendency  to  daydream.  He  may  move  mechanically 
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in  this  world,  but  he  has  really  moved  into  his  own  world 
where  he  need  no  longer  struggle.  Oddly  enough,  he  may  have 
something  in  common  with  the  child  at  the  other  end  of  the 
spectrum — the  one  who  is  angry  to  the  point  of  rage,  the  child 
who  fights  back  against  a  world  he  cannot  understand.  What 
they  have  in  common  is  a  lack  of  trust.  They  simply  handle 
it  in  different  ways. 

Disturbed  children  seem  to  have  other  common  denomi- 
nators. They  encounter,  in  one  way  or  another,  severe  diffi- 
culty in  getting  along  with  other  children  and  adults.  They 
think  poorly  of  themselves.  This  is  reinforced,  often  not 
deliberately,  by  parents  and  teachers  because  these  children 
fail  to  measure  up  to  expectations.  They  share  an  intolerable 
sense  of  confusion  and  frustration  because  of  the  incon- 
sistencies they  encounter  in  the  people  they  are  dependent 
upon.  They  have  many  fears.  At  some  level  there  is  a  massive 
anger,  although  in  many  children  it  is  hidden  under  a  cloak 
of  compliance  or  indifference. 

For  them,  life  is  a  treadmill  of  negatives. 

Anyone  interested  in  children  must  ask:  "Why  are  these 
children  the  way  they  are?"  This  question,  though  valid,  does 
not  yield  to  any  single  or  to  any  facile  answer.  The  reasons 
for  emotional  disturbance  are  manifold.  Every  child  is  the 
sum  of  his  constitutional  heritage,  his  biochemical  makeup,  his 
inner  drives,  his  life  experiences,  plus  the  life  experiences 
of  those  who  attempt  to  help  him  grow  up.  This  combination 
does  not  always  work  out  positively. 

Whether  we  like  to  face  it  or  not,  these  children  are  among 
us.  They  live  in  our  world,  but  they  feel  apart  from  the  human 
family. 

Is  there  hope  for  them?  The  answer  is  yes — with  help. 
By  help  we  mean  that  some  intervening  process  must  be 
available  to  break  up  the  destructive  and  vicious  cycle  these 
children  and  their  families  are  caught  up  in.  Almost  from 
necessity  this  will  have  to  come  from  the  outside,  because 
those  emotionally  involved  are  helpless  to  sort  out  and  effec- 
tively deal  with  all  the  variables  that  perpetuate  the  cycle. 
Without  intervention,  the  disturbed  child  of  today  probably 
becomes  the  disturbed  adolescent  of  tomorrow.  The  angry 
child  may  become  the  juvenile  delinquent  who  fights  back  at 
the  world  with  an  endless  list  of  crimes  ranging  from  mis- 
demeanor to  murder.  The  withdrawn  child  who  escapes  into 
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daydreams  may  lose  contact  with  reality  to  such  an  extent 
that  the  adult  ward  in  a  mental  institution  becomes  his  adoles- 
cent home.  Equally  pathetic,  though  less  extreme,  he  may  limp 
along  on  the  fringe  of  living,  managing  somehow. 

The  disturbed  adolescent  eventually  becomes  chronologically 
and  physically  mature  and  presumably  able  to  cope  with  life. 
Unfortunately,  coming  of  age  does  not  guarantee  that  he  will 
be  able  to  cope  with  adult  life  any  better  than  he  did  as  a 
child  or  an  adolescent.  Furthermore,  he  is  expected  to  deliver 
in  a  world  both  complicated  and  competitive.  Unless  his 
patterns  have  changed  in  some  positive  way,  he  may  not  be 
able  to  make  it  in  the  adult  world.  Others  may  seem  to  be  all 
right  and  may  present  an  intact  facade,  but  underneath 
they  seethe  with  unresolved  conflicts,  still  uncertain  of  their 
identity,  finding  it  difl?icult  to  give  and  receive  love  and  to 
function  adequately  as  parents. 

The  appalling  inadequacy  of  services  and  programs  to  help 
troubled  families  has  been  of  mounting  concern  to  persons 
in  mental  health  fields.  For  example,  a  study  conducted  in  the 
fifties  by  the  Southern  Regional  Education  Board  revealed 
that  the  total  services  and  facilties  for  children  in  sixteen 
southern  states  did  not  meet  the  needs  of  the  state  with  even 
the  smallest  population.  Studies  in  other  areas  of  the  country 
indicated  that  this  was  no  regional  problem.  In  addition  to  a 
dearth  of  services  waiting  lists  were  long  and  the  cost  often 
prohibitive  for  most  parents. 

The  answer  seemed  to  lie  in  the  training  of  more  psychia- 
trists, psychologists,  and  social  workers,  but  the  report  from 
the  Joint  Commission  on  Mental  Illness  and  Health  boldly 
confronted  professional  persons  with  the  unreality  of  this. 
We  cannot  train  enough  persons  along  traditional  lines  to 
meet  the  needs  of  these  children  and  their  families,  the  report 
said.  It  further  stated  that  the  problem  was  one  of  crisis 
proportions  and  that  a  new  approach  must  be  taken.  Not  only 
must  we  find  new  sources  of  manpower,  but  we  must  extend 
along  consultative  lines  the  working  horizons  of  those  already 
trained.  In  addition,  we  need  to  develop  better  cooperation 
and  communication  among  existing  resources. 

Using  the  concept  of  re-education  as  a  base,  mental  health 
leaders  proposed  that  teachers  be  specially  trained  as  a  new 
source  of  manpower.  In  1961  the  National  Institute  of  Mental 
Health  awarded  a  grant  to  Project  Re-ED  at  Peabody  College 
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to  establish  a  training  program  for  teachers  to  work  with 
emotionally  disturbed  children.  The  grant  also  provided  for 
the  establishment  of  two  residential  schools,  where  these 
teacher-counselors  would  work  with  children  around  the  clock. 
Their  day-to-day  work  would  be  backstopped  by  consultants 
in  psychiatry,  psychology,  and  social  work.  The  two  Re-ED 
schools  are  Cumberland  House  in  Nashville,  Tennessee,  and 
Wright  School  in  Durham,  North  Carolina.  State  mental 
health  programs  in  Tennessee  and  North  Carolina  agreed  to 
co-sponsor  these  schools  and  assume  full  support  at  the  end 
of  the  experimental  period. 

Of  utmost  importance  was  the  plan  that  parents  whose 
children  might  be  attending  the  schools  would  establish  a 
base  in  the  community  and  would  receive  counseling  or 
psychotherapy  there.  To  keep  communication  open  between 
the  Re-ED  school  and  these  agencies  would  be  one  of  the 
major  tasks  of  a  social  worker.  A  liaison  teacher  would 
serve  a  similar  function  with  the  public  schools. 

Within  the  framework  of  the  troubled  family,  what  is 
meant  by  re-education?  We  quote  from  Re-Ed:  "There  is 
no  expectation  of  a  radical  reorganization  of  the  child,  such 
as  might  be  achieved  by  intensive  and  prolonged  psycho- 
therapy. The  objective  is  to  help  the  child,  the  family,  the 
school,  and  the  community  to  achieve  sufficient  reorganization 
...  to  make  the  whole  system  work  in  a  reasonably  satis- 
factory fashion  and  without  undue  stress." 

There  are  the  limited  goals  of  Re-ED:  (a)  restoring  to  the 
child  some  trust;  (b)  helping  the  family  with  their  problems 
as  they  relate  to  the  child ;  (c)  helping  the  child  in  all  areas 
of  his  school  work  and  interpreting  his  problems  to  the  pub- 
lic school;  (d)  helping  the  child  unlearn  negative  patterns 
that  invite  rejection  and  acquire  positive  patterns  in  their 
place  that  will  give  him  a  sense  of  belonging;  (e)  mobilizing 
his  community  to  assist  in  all  these  spheres. 

The  Re-ED  school  we  will  be  talking  about  is  the  one  that 
serves  the  State  of  North  Carolina  and  has  its  own  unique 
features. 

Wright  School,  as  we  have  said  before,  is  in  Durham.  Its 
proximity  to  Duke  University  makes  it  possible  for  the  school 
to  have  the  services  of  excellent  consultants  in  the  fields  of 
psychiatry,  psychology,  and  pediatrics.  Children  are  referred 
to  the  school  by  agencies  and  schools  all  over  the  state. 
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The  pre-admission  case  study  may  move  quickly,  or  it  may 
involve  many  interviews  with  the  family,  since  some  parents 
find  it  difficult  to  accept  the  fact  that  troubled  children  come 
from  troubled  families.  Some  parents  resist  the  idea  that  they 
are  in  any  way  involved  in  their  child's  difficulties;  however, 
since  they  are  a  family  their  problems,  of  necessity,  are  inter- 
woven. Wright  School  and  the  community  agencies  work 
closely  to  help  parents  understand  that  change  in  them  is 
essential.  If  this  does  not  occur  the  child  cannot  sustain  the 
gains  he  makes  and  when  he  returns  home  he  will  more  than 
likely — though  not  deliberately — be  forced  back  into  his  old 
patterns. 

During  the  case  study  the  child  is  very  much  a  part  of 
what  is  going  on  so  that  he  has  no  feeling  that  something 
is  being  done  to  him.  He  is  encouraged  to  look  and  ask.  Ques- 
tions are  answered  honestly  and  directly  to  dispel  any  air  of 
mystery.  At  some  point  he  is  invited  to  visit  for  two  days  so 
that  he  and  the  staff  can  get  better  acquainted. 

A  full  psychiatric  and  psychological  evaluation  of  the  child 
is  needed  to  determine  whether  Wright  School  is  the  best 
plan.  The  social  worker  from  the  school  and  the  parents' 
counselor  or  therapist  together  look  at  goals  for  child  and 
family.  Wright  School's  liaison  teacher  visits  the  child's 
school,  meets  his  teacher  and  principal,  and  observes  him  in 
the  classroom.  On  one  of  the  child's  visits  to  Wright  School, 
academic  testing  is  done  so  that  his  strengths  and  weaknesses 
can  be  determined  and  his  academic  goals  established. 

Wright  School  is  not  always  the  best  plan,  and  other  possi- 
bilities may  be  recommended.  Even  so,  the  results  may  be 
positive  because,  in  most  cases,  parents  have  moved  to  the 
point  of  getting  help  for  themselves;  consequently,  whatever 
plan  is  recommended  has  some  prospect  for  helping  the  child. 

If  he  comes  to  Wright  School,  the  child  and  his  parents 
in  a  sense  make  a  new  beginning.  He  puts  himself  in  the 
hands  of  the  teacher-counselors  with  whatever  degree  of  trust 
he  can  summon.  No  one  by  this  time  pretends  that  this  is 
going  to  be  an  easy  undertaking. 

Because  Wright  School  attempts  to  re-educate  and  not 
cure,  children  are  accepted  for  terms  of  four  months.  Four 
months  can  be  vital  if  everyone — family,  school,  and  com- 
munity— is  mobilized  to  make  full  use  of  the  time.  To  keep 
them  in  close  touch  with  their  families,  children  go  home 
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weekends  and  take  along  a  weekend  diary  in  which  the  parents 
are  asked  to  record  what  the  weekend  is  like  for  the  family. 
Surprisingly  enough,  even  "bad"  behavior  may  be  a  step 
forward. 

Wright  School  is  an  unusual  school  with  its  thirty-two 
wooded  acres.  The  children  have  space  to  play  and  camp  out 
in  the  summer  time.  The  school  is  accredited  on  the  ele- 
mentary level  and  works  with  boys  and  girls  ages  six  through 
twelve.  The  children  are  divided  into  groups  of  eight,  and 
each  group  occupies  a  dormitory  wing.  Each  child  has  a  place 
to  call  his  own.  The  twenty-four  hour  span  is  well  structured, 
but  there  is  freedom  within  the  structure.  There  are  limits — 
consistent  and  firm — but  there  is  also  time  for  a  child  to  be 
alone  if  he  chooses,  time  to  pursue  individual  interests,  time 
to  be  creative. 

A  team  of  two  teacher-counselors  works  with  each  group 
of  eight  children;  one  teacher-counselor  is  in  the  classroom 
and  his  counterpart  has  the  group  from  about  four  o'clock 
through  the  night  and  breakfast  the  next  morning.  A  bro- 
chure, recently  published  by  the  school,  sums  up  the  teacher- 
counselor  efforts : 

The  teacher-counselor  team  is  as  much  concerned  about 
the  child's  emotional  growth  and  development  as  it  is 
about  his  academic  growth  and  development.  A  child  is 
given  an  opportunity  to  express  his  feelings  about  school 
work  and  about  other  children  and  adults.  He  is  given  an 
opportunity  to  find  out  why  he  strikes  out  at  people,  does 
not  have  friends,  does  not  get  along  with  parents,  and  to 
look  at  what  seems  to  block  him  from  being  what  he  has 
the  potential  for  being. 

In  essence,  the  child  has  an  opportunity  to  learn  to  be 
himself  and  to  let  others  be  themselves. 

Because  the  child's  stay  at  the  school  is  a  continuing 
process,  staff  and  consultants  meet  together  to  discuss  each 
child  soon  after  he  comes  in,  at  the  middle  of  his  stay,  and 
toward  the  end.  When  indicated,  parent  conferences  are  held 
with  the  Wright  School  social  worker,  similar  in  many  ways 
to  family  therapy.  Often  the  child  is  present  during  progress 
conferences  with  parents,  and  he  may  have  learned  enough 
trust  by  this  time  to  talk  with  his  parents  about  his  feel- 
ings. They  are  not  always  pleasant  feelings.  "Why  do  you 
pretend  .  .  .  pretend  .  .  .  pretend!"  he  may  blurt  out  to  his 
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mother  and  father.  "Things  are  awful  at  home.  You  don't 
ever  speak  to  each  other  half  the  time.  Do  you  think  I'm  dumb 
or  something?"  A  confrontation  like  this  is  difficult  for 
parents,  and  all  too  often  it  is  the  first  time  they  have  been 
aware  of  how  their  child  really  feels.  But  in  turn  they  can 
sometimes  make  an  honest  response.  This  sharing  of  common 
feelings  has  been  known  to  break  down  the  barriers  that 
have  kept  a  family  from  making  any  change. 

Toward  the  end  of  each  child's  stay,  a  discharge  planning 
conference  with  staff,  consultants,  and  parent  therapist  is 
held.  Everything  is  brought  together  again — the  child's  prog- 
ress, the  family's  progress,  the  school  situation  to  which  he 
will  be  returning,  the  community's  attitudes  and  resources — 
and  plans  are  made  for  his  return.  The  child  is  prepared  for 
his  discharge  from  the  school  by  his  teacher-counselors  who 
talk  with  him  retarding  his  mixed  feelings  about  leaving, 
his  changes  and  attitudes,  his  hopes,  his  fears,  his  expec- 
tations for  himself  and  for  his  family,  some  of  the  joy  he  has 
experienced  and  some  of  the  pain. 

The  final  experience  comes  when  the  social  worker,  the 
parents,  often  the  child,  and  the  teacher-counselor  team  meet 
together  to  fuse  the  process.  The  degree  of  understanding 
reached  in  the  family  depends  again  on  many  variables,  but 
almost  always  there  is  a  new  respect  for  each  member  as  an 
individual,  a  feeling  of  unity.  Hopefully,  they  can  now  meet 
the  world  as  a  family. 

Judy's  experience  will  tell  what  this  is  like.  For  obvious 
reasons,  names  and  places  are  disguised.) 

Judy  was  a  run-away.  When  she  was  only  eight,  she 
would  go  to  the  home  of  someone  she  knew — a  classmate 
or  teacher — and  ask  to  spend  the  night,  but  by  the  time  she 
was  eleven,  the  lonely  beaches  of  a  certain  seacoast  town  in 
North  Carolina  had  become  her  favored  home.  She  had  a 
home,  dilapidated  as  it  was,  with  her  mother  and  four 
brothers  and  sisterss  but  she  played  the  part  of  a  poor  home- 
less waif.  She  lied,  saying  there  was  no  food  at  home;  she 
deceived  neighbors  and  even  strangers,  saying  there  was  no 
one  at  home  to  care  for  her.  People  began  to  see  through  her 
trickery  and  try  to  take  her  home.  When  this  happened  she 
would  steal  another  child's  bicycle  and  escape  to  the  beach 
for  two  or  three  days  and  nights. 
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Hers  was  truly  a  multi-problem  family.  Judy's  mother  had 
grown  up  in  the  midst  of  brawling  and  deprivation.  Her  own 
father  rarely  worked;  he  was  a  heavy  drinker,  bullying  and 
violent  when  drunk.  He  had  beaten  his  wife  and  other  chil- 
dren into  submission,  but  not  Judy's  mother.  She  considered 
herself  to  have  been  every  inch  a  match  for  him,  although 
she  freely  admitted,  "I  hated  his  guts." 

To  get  out  of  this  miserable  existence,  she  ran  away  and 
married  when  she  was  quite  young.  Her  choice  of  partners 
was  unfortunate,  and  it  was  not  long  before  she  found  her- 
self again  in  the  kind  of  life  she  had  run  away  from.  De- 
termined that  her  children  would  not  grow  up  as  she  had,  she 
left  her  husband,  who  would  not  support  them,  who  drank 
heavily  and  spent  much  time  in  jail.  Taking  the  children  with 
her,  she  moved  to  a  town  on  the  coast  and  found  a  job  as  a 
waitress. 

Judy's  mother  is  attractive  in  a  lusty,  earthly,  Annie-Get- 
Your-Gun  kind  of  way.  She  had  a  sailor's  vocabulary,  which 
she  used  unstintingly.  She  spent  much  of  her  time  and  energy 
declaring  to  the  world  that  she  was  afraid  of  nothing  and 
no  one.  She  was  constantly  forced  to  defend  herself  with 
teachers,  neighbors,  and  police  in  terms  of  being  a  good 
mother  and  she  told  off  one  and  all  with  spunk  and  fervor. 

In  many  ways  and  by  middle-class  standards,  she  was  not 
a  "good"  mother.  Certainly  many  of  the  needs  of  her  chil- 
dren were  not  being  met — and  yet  she  had  certain  strengths. 
She  would  fight  like  a  tiger  for  her  "young'uns,"  and  they 
knew  it.  They  led  a  disordered  existence,  yet  there  was  a  feel- 
ing of  warmth — even  as  she  cuffed  ears — for  all  but  Judy. 
There  was  a  history  of  rejection  of  this  child — so  like  her 
mother  in  many  ways. 

Judy  felt  this  rejection  keenly  and  was  confused  by  it.  She 
knew  her  mother  "had  it  in  for  her"  and  treated  the  other 
children  better.  Judy's  image  of  herself  was  that  she  was 
mean,  bad,  dumb,  and  unwanted,  and  this  was  constantly 
reinforced  by  her  mother,  her  poor  performance  at  school, 
and  the  scorn  of  other  children. 

Judy  was  referred  to  Wright  School  by  the  Welfare  De- 
partment in  this  small,  seacoast  county.  They  had  tried  for 
three  years  to  help  Judy  with  little  success,  and  they  could 
see  real  trouble  ahead  for  her  if  something  did  not  intervene. 

It  was  very  clear  to  us  at  the  school  that  we  could  not 
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help  Judy  very  much  unless  her  mother  could  be  helped.  We 
knew  that  the  first  and  most  important  goal  for  Judy  would 
be  to  help  her  learn  trust — something  her  mother  had  never 
known.  How  could  Judy  hope  to  believe  in  herself  and  others 
if  the  model  to  which  she  would  be  returning  was  filled  with 
doubt  and  mistrust?  Could  this  mother  be  helped?  Could 
we  hope  that  patterns  established  by  years  of  hate,  fear,  and 
doubt  could  be  altered?  We  did  not  know;  neither  did  the 
young  caseworker  in  the  Welfare  Department,  but  we  were 
both  willing  to  try. 

Together  we  set  limited  goals;  the  two  most  important 
were  to  use  the  four-month  term  at  Wright  School  to  de- 
termine whether  Judy  was  too  damaged  to  profit  from  other 
than  long-term  institutional  care,  and  to  determine  whether 
her  mother  could  use  help.  Further  goals  were  to  help  each 
gain  a  more  satisfying  image  of  herself,  to  help  Judy  learn 
to  talk  about  her  feelings  rather  than  acting  them  out,  to 
help  her  channel  her  energies  into  a  positive  approach  to 
learning,  to  help  both  mother  and  Judy  understand  their  re- 
lationship with  each  other. 

When  she  came  to  the  school,  Judy  was  thin  and  a  bit  awk- 
ward looking,  not  pretty,  yet  there  was  something  appealing 
about  her  small  freckled  face.  Buster  Brown  bangs  almost 
covered  her  eyes,  which  were  taking  in  everything.  Judy 
missed  not  a  trick. 

During  her  first  few  days  at  school,  she  seemed  overeager 
to  please.  Because  she  was  frightened  and  distrustful,  she 
tried  to  stay  on  what  she  perceived  to  be  the  winning  side. 
"Can  I  help  you  do  that?"  she  would  ask.  "I  like  it  here;  it's 
nice.  You  have  pretty  hair.  Miss  Graves."  If  one  did  not 
know  what  lay  underneath  her  pleasing  exterior,  how  easy 
it  would  be  to  believe  that  all  this  child  needed  was  a  different 
environment. 

Her  ingratiating  ways  did  not  last  long.  The  night  before 
her  first  weekend  at  home,  Judy  wet  the  bed  and  called  for 
help.  Miss  Graves  changed  the  sheets  for  her.  Judy  seemed 
moody.  As  the  night  wore  on  she  called  again  for  Miss  Graves 
to  come,  and  again  she  had  wet  the  bed.  Suspecting  that 
Judy  had  been  awake,  Miss  Graves  offered  to  help  her  change 
the  bed,  but  suggested  that  she  knew  where  the  bathroom 
was.  The  only  response  was  sullenness.  The  third  time  she 
had  clearly  been  wide  awake  when  she  wet  the  bed.  This 
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time  Miss  Graves  said  quietly,  "Judy,  you  know  where  the 
bathroom  is.  Here  are  your  sheets.  I  understand  that  you 
must  be  troubled  about  something  and  I'll  be  glad  to  talk 
with  you  about  it  after  you've  changed  the  sheets." 

The  honeymoon  was  over. 

"Change'em  yourself,  you  ugly  bitch !"  Judy  screamed.  She 
raved  and  cursed  the  rest  of  the  night,  and  by  morning  her 
room  was  a  shambles.  Miss  Graves  kept  a  watchful  eye  on 
her  to  be  sure  she  did  not  hurt  herself  and  let  Judy  release 
some  of  her  pent-up  anger,  knowing  that  part  of  this  was  her 
need  to  show  this  side  of  herself  in  an  effort  to  find  out  if 
she  could  still  be  accepted.  Early  the  next  morning  Miss 
Graves  acknowledged  with  Judy  that  this  had  been  a  bad 
night.  She  said,  however,  that  this  was  a  new  day  and  that 
she  and  the  others  would  welcome  her  at  breakfast  after  she 
had  cleaned  up  her  room.  This  brought  forth  a  new  tirade 
of  cursing  and  defiance.  Midway  through  breakfast  Judy 
stalked  in  and  yelled  through  clenched  teeth,  "I've  finished 
the  God-damn  room.  Now  give  me  my  food."  With  this,  the 
carefully  copied  table  manners  we  had  seen  for  a  week  came 
to  an  abrupt  end.  She  grabbed  the  biggest,  she  took  the  most, 
she  ate  with  her  fingers,  and  she  stole  from  other  children's 
plates. 

Judy's  process  had  begun.  During  the  next  few  weeks,  she 
went  through  many  different  phases  and  became  many  differ- 
ent girls.  In  this  early  phase  her  rage  forced  her  to  strike 
out  with  physical  and  verbal  abuse.  In  the  classroom  she 
jumped  from  desk  to  desk,  badgered  the  other  children,  and 
constantly  tore  up  her  work.  There  was  an  almost  constant 
refrain  of  "Gonna  make  me?"  "You  stink!"  "I  hate  you,  hate 
you,  hate  you.  Hate  this  place.  Everybody  stinks." 

About  this  time  the  girls  in  her  unit  had  had  enough  and 
they  excluded  her  because  of  her  behavior.  "Okay,  you  .  .  . 
you  piss  ants.  I  don't  need  you."  She  then  joined  the  boys 
and  became  their  leader,  cropping  her  hair,  outdoing  them 
in  games  and  on  the  skating  rink.  Clothes  rumpled  and  torn, 
she  organized  the  boys  in  acts  of  open  defiance. 

Each  episode  with  Judy  was  handled  firmly  and  con- 
sistently, but  with  warmth.  Judy's  refrain  of  "I  hate  you" 
was  balanced  by  "We  like  you,  but  we  don't  like  what  you're 
doing." 

Eventually  the  health  in  the  group  of  boys  began  to  come 
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to  the  surface  as  they  reached  certain  levels  in  their  own 
process.  They  turned  against  Judy.  "Dirty,"  they  called  her. 
"You  don't  even  look  like  a  girl.  Hey,  are  you  a  boy  or  a 
girl  ?"  they  taunted  her. 

Angrier  than  ever,  Judy  began  to  withdraw.  She  adopted 
her  old  pattern  of  running  away.  She  did  not  go  far,  just 
climbed  trees  or  hid.  When  discovered,  she  would  sullenly 
rejoin  the  group.  Then  she  began  threatening  to  run  away 
once  and  for  all.  This  was  handled  by  pointing  out  that  we 
cared  very  much  about  her  and  did  not  want  her  to  leave. 
Sometimes,  now,  as  she  returned  to  the  group,  there  was  a 
puzzled,  questioning  look  on  her  face. 

Judy's  old  patterns  were  not  working  for  her  any  longer. 
Frustrated  and  confused,  she  tried  to  make  sense  out  of  what 
was  going  on.  In  her  world  when  she  was  bad,  she  was 
punished  and  rejected;  grudges  were  held.  She  could  not 
believe  that  we  cared  for  her  in  spite  of  her  flagrant  mis- 
behavior. 

On  day  came  the  breakthrough.  When  she  was  being  held 
to  limits  in  the  classroom  and  required  to  finish  her  work, 
she  burst  loose  in  an  excess  of  hatred.  She  stomped  out  of 
the  room,  cursing,  and  headed  straight  for  a  bicycle.  Follow- 
ing her,  Miss  Parker,  her  classroom  teacher,  said,  "No,  Judy 
no  bicycle-riding  now."  For  a  full  minute  they  stood  here, 
without  moving,  without  speaking.  This  was  the  showdown. 
Suddenly,  Judy  threw  the  bicycle  to  the  ground  and  ran  like 
a  wild  deer  down  the  hill.  After  Miss  Parker  arranged  to  be 
gone  from  the  classroom  for  a  few  minutes,  she  walked  in 
Judy's  direction  and  found  her  sitting  on  the  hillside.  She 
sat  down  beside  her.  This  silence  was  somehow  neither  angry 
nor  uncomfortable.  Finally,  the  teacher-counselor  said,  "Are 
you  ready  to  go  back  now,  Judy?"  For  the  first  time  Judy 
smiled — warmly  and  openly.  "Yes,  I  think  I  am,  Miss  Parker." 

After  this  episode  of  yielding,  Judy  could  trust.  Her  be- 
havior changed  radically  and  rapidly  several  times.  First, 
she  regressed  to  being  like  a  very  little  girl — clinging,  crying, 
dependent — wanting  to  be  held  and  cradled.  This  infantile 
behavior  was  allowed  for  a  time;  but  then  it  was  necessary 
to  point  out  that  she  was  eleven  years  old.  More  appropriately, 
she  received  w^arm  and  loving  pats  on  the  head  or  shoulder 
for  something  well  done.  Next,  as  she  grew  out  of  her  babyish 
behavior  she  was  free  to  express  her  enormous  curiosity  about 
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life  and  living.  "Who  is  God?"  she  would  ask.  "What  is  life?" 
"What  is  death?"  She  began  to  initiate  conversations;  she 
wanted  to  talk  of  things  past,  present,  and  future.  There  was 
a  great  need  to  understand  what  and  why.  During  this  time 
she  took  more  care  with  her  appearance,  she  took  better 
care  of  her  clothes,  and  learned  to  sew.  She  had  identified 
herself  as  a  girl.  Then,  in  her  struggle  to  find  herself,  she 
began  to  copy  Miss  Graves.  "I  want  to  be  exactly  like  you. 
I  want  to  stay  with  you  and  never  go  back  home.  My  brothers 
and  sisters  are  mean  and  bad,  and  my  mother  curses  and 
doesn't  have  good  manners." 

We  began  to  focus  on  helping  Judy  develop  her  own  indi- 
viduality and  come  to  terms  with  the  reality  of  her  life. 
Certainly,  home  was  not  all  sweetness  and  light,  but  it  was 
her  home  and  people  there  cared  for  her.  Yes,  her  mother 
cursed  and  probably  always  would.  It  was  a  way  of  life  for 
her.  This  did  not  mean  that  Judy  had  to  look  down  on  her; 
neither  did  it  mean  that  she  had  to  curse  because  her  mother 
did. 

During  this  time  Judy's  school  work  improved  and  her 
motivation  increased.  Her  attitude  toward  home  changed 
slightly,  but  she  still  felt  rejected  and  misunderstood  by  her 
mother  and  could  not  communicate  with  her. 

Meanwhile,  mother  had  been  involved  in  her  own  process, 
which  was  remarkably  like  Judy's.  Her  first  contacts  with 
the  caseworker  were  extremely  difficult.  She  insisted  on 
dominating  the  interviews,  talking  loudly  and  rapidly.  This 
stopped  when  what  she  was  doing  was  firmly  pointed  out  to 
her.  Things  went  relatively  well  for  a  while.  She  then  missed 
several  interviews  without  an  explanation.  The  caseworker 
went  out  to  visit  her  in  her  home.  Feeling  that  perhaps 
the  focus  had  been  too  much  on  Judy's  problems  and  her 
mother's  part  in  creating  them,  the  caseworker  now  cen- 
tered on  Judy's  mother,  concern  for  her  as  a  person,  and  the 
belief  that  she  had  the  ability  to  help  her  daughter.  For  the 
first  time  probably  in  many  years,  Judy's  mother  showed  real 
emotion.  She  sobbed,  and  during  the  sobs  she  expressed  her 
greatest  fear,  "I  don't  think  I  can  change."  She  was  also 
able  to  confess,  "I  talk  big,  but  most  of  the  time  I  feel  like 
I  got  ice  water  in  my  veins." 

The  caseworker  was  able  to  reassure  her,  pointing  out 
many  admirable  strengths  and  qualities  she  had.  In  the  next 
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several  sessions  Judy's  mother  did  not  need  to  control  the 
interview.  The  focus  vi^as  mostly  on  her,  and  some  of  the 
important  things  discussed  were  her  inability  to  trust  any- 
one, her  feeling  that  she  must  defend  herself  and  children 
against  the  world,  and  her  resentment  against  all  men.  She 
began  to  seem  softer,  less  angry  and  defensive.  She  even  said 
she  might  one  day  want  to  marry  again  "if  the  right  fella' 
comes  along." 

In  spite  of  the  progress  made  by  both,  weekend  visits  had 
been  difficult.  Judy  was  frequently  met  with  rejection  and 
resentment  on  the  part  of  the  whole  family.  On  one  occasion, 
after  the  long  bus  trip  to  the  coast,  Judy  was  met  by  a  wash- 
tub  of  dirty  clothes  which  her  mother  insisted  that  she  wash. 
All  of  the  family  seemed  to  feel  that  she  was  being  rewarded 
for  her  troublesome  behavior  by  being  allowed  to  attend 
Wright  School.  When  she  spoke  of  her  activities  there,  the 
other  children  jumped  on  her  for  "braggin',"  and  this  was 
sanctioned  by  her  mother.  In  spite  of  herself,  Judy's  mother 
bitterly  resented  the  middle-class  values  Judy  was  learning 
at  school.  She  even  taunted  her  with  them,  "Think  you're 
smart-tailed,  don't  you.  Miss  High  and  Mighty." 

It  seemed  there  was  still  a  tremendous  gap  between  them. 
In  an  effort  to  bridge  this  gap,  we  decided  to  have  joint 
counseling  sessions  with  Judy  and  her  mother,  the  caseworker, 
and  the  social  worker  from  Wright  School.  Judy's  mother 
and  the  caseworker  made  the  long  trip  every  Friday  for  this 
purpose.  At  first  mother  and  daughter  could  not  communi- 
cate at  all.  It  was  clear  that  they  had  never  really  talked  with 
each  other.  We  felt  a  breakthrough  had  been  reached  when 
they  laughed  together  for  the  first  time. 

Judy  eventually  got  to  the  point  of  saying  to  her  mother, 
"But  you  acted  like  you  hated  me  all  the  time." 

Struggling  with  the  words,  her  mother  finally  was  able 
to  admit  that  Judy  was  too  much  like  her.  Sometimes  she 
wanted  to  run  away  too,  but  she  had  to  work  all  the  time  and 
stay  at  home  and  be  a  good  mother.  Also,  Judy's  wildness 
frightened  her.  She  had  been  wild  too  when  she  was  Judy's 
age,  and  when  she  got  older  her  wildness  got  her  nothing 
but  a  no-good  husband  and  a  bunch  of  kids  she  could  hardly 
take  care  of. 

While  this  was  by  no  means  the  whole  story,  it  was  the 
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most  Judy's  mother  could  say.  And  it  was  enough  for  Judy. 
She  listened  quietly  with  tears  in  her  eyes. 

There  was  an  openness  and  honesty  between  them  now,  and 
hard  as  the  times  ahead  might  be  this  moment  could  never  be 
taken  away. 

Why  did  we  choose  to  present  Judy? 

Because  her  life  situation  seemed  almost  hopeless,  but  in 
spite  of  the  odds,  she  and  her  mother  were  able  to  make  use  of 
the  help  that  was  offered ;  they  were  able  to  break  up  the  de- 
structive and  vicious  cycle  they  were  caught  up  in. 

Judy  is  certainly  the  child  who  is  angry  to  the  point  of 
rage,  the  one  who  fights  back  at  a  world  she  cannot  under- 
stand. But  she  also  embodies  the  other  common  demoninators 
shared  by  all  disturbed  children — no  matter  what  their  family 
background  and  no  matter  where  they  fall  on  the  spectrum 
of  emotional  disturbance — an  intolerable  sense  of  confusion, 
a  poor  self-image,  a  sense  of  being  left  out  of  the  human 
family,  fear,  and  overwhelming  loneliness. 

So,  we  find  that  Judy  is  universal.  In  the  negative  charac- 
teristics she  shared  with  other  disturbed  children,  she  might 
well  have  come  from  a  wealthy  and  cultivated  home.  She  just 
happened  to  have  more  aggravating  life  circumstances  than 
most  disturbed  children. 


Judy  was  sitting  by  the  window  putting  the  finishing 
touches  on  an  apron  she  would  be  giving  her  mother  next 
weekend.  When  a  gust  of  wind  lashed  the  rain  even  harder 
against  the  window,  she  looked  out  and  saw  a  forlorn  little 
figure  trudging  across  the  grass  in  front  of  the  school.  His 
suitcase  was  hobbling  against  his  legs.  "Jeepers,  that  looks 
like  Peter."  Jumping  up,  she  pressed  her  nose  against  the 
window.  "It  is  Peter!"  She  raced  out  of  the  room,  through 
the  halls,  and  out  the  front  door. 

"Pete,  Pete,  wait!"  she  cried,  as  she  ran  through  the  cold, 
wet  grass.  Catching  up  with  him,  she  reached  out  and  grabbed 
his  shoulder.  "Where  you  goin',  boy?"  she  gasped. 

"None  of  your  business." 

"Yes  it  is.  I'm  your  friend.  Where  you  goin'?" 

"I'm  leaving  this  place.  I'm  going  to  California  or  Canada 
or  somewhere,  I  hate  everybody  and  everybody  hates  me." 
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"I  know  just  how  you  feel,  Pete.  And  it's  just  as  bad  even 
though  you  got  a  daddy  and  a  mama  and  a  lotta  money." 

"They  can  keep  their  old  money.  I'm  not  going  home.  They 
hate  me,  too.  I'm  running  away." 

"Listen  to  me,  Pete.  Runnin'  away  doesn't  help.  You  just 
gotta  trust  me." 

The  two  small  figures  stood  there  huddled  in  the  cold  rain 
for  a  time.  Finally,  they  turned  and  walked  back  together, 
carrying  the  suitcase  between  them. 


FOOTNOTE 

Wright  School  is  currently  facing  the  most  difficult  crisis 
of  its  three-and-one-half  year  existence  because  the  1965 
General  Assembly  failed  to  provide  state  funds  to  operate  the 
school  for  the  last  half  of  the  current  biennium.  At  the  present 
time,  the  school  is  receiving  no  state  support  but  is  operating 
this  year  solely  through  funds  provided  by  the  federal  govern- 
ment and  by  private  contributors. 

The  action  of  the  last  Legislature  seems  to  have  been  taken 
because  of  a  misunderstanding  of  the  school's  function.  It  was 
incorrectly  assumed  that  the  facility  was  duplicating  services 
already  being  provided  by  other  state  residential  facilities; 
hence,  it  was  considered  an  unnecessary  expenditure. 

Hopefully,  with  the  convening  of  the  1967  General  Assembly, 
Wright  School  will  be  reinstated  as  a  state-supported  insti- 
tution operated  by  the  North  Carolina  State  Department  of 
Mental  Health. 
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The  Development  of  a  Maturation  Screening  Test 
For  Pre-School  Children 


Dorothy  W.  Lemley,  M.A. 

Clinical  Psychologist 

Wayne  County  Mental  Health  Clinic 

Goldsboro,  N.  C. 


Introduction 


In  mental  health  clinics  many  children  with  varying  degrees 
of  behavior  and  learning  problems  are  school  referrals,  and 
a  search  for  the  origin  of  the  problems  indicates  that  some 
children  are  not  ready  to  start  first  grade,  although  of 
chronological  age  and  of  sufficient  mental  potential.  Such 
children  have  been  described  by  Ilg  and  Ames  (1),  as  be- 
haviorally  immature.  This  is  not  a  deficiency  but  refers  to 
the  varying  rate  of  maturation  among  individuals.  The 
behaviorally  immature  child  is  unable  to  conform  and  to  learn 
in  the  first  grade  class-room  situation.  The  result  is  a  cessation 
of  learning  and  a  pyramid  of  emotional  difficulties. 

It  is  significant  that  although  most  school  problem  cases 
have  their  apparent  origin  in  the  first  grade,  the  etiological 
basis  is  not  the  school  situation.  Apparently  the  child's  im- 
mature behavior  prior  to  entrance  to  school  had  been  either 
ignored  or  accepted  by  the  family.  Upon  his  entrance  to  school 
the  community  becomes  aware  of  the  situation  and  has 
the  opportunity  to  apply  preventive  intervention.  This  should 
be  done  at  the  earliest  possible  time,  (2,3).  Project  Head 
Start  has  been  considered  as  a  method  for  screening  deprived 
children  for  signs  of  defective  physical  and  emotional  de- 
velopment. It  has  been  suggested  that  mental  health  centers, 
in  cooperation  with  the  schools,  offer  a  mental  and  emotional 
pre-school  check-up  for  children  prior  to  their  entrance  to 
school.  While  it  is  not  agreed  as  to  which  agency  should 
handle  the  program,  it  is  agreed  that  the  concept  of  primary 
prevention  at  an  early  age  should  be  a  guideline  of  mental 
health  efforts. 

The  diagnostic  tools  to  carry  out  a  prevention  program 
have  not  been  clearly  defined.  Viewed  practically,  it  is  almost 
an  overwhelming  task  to  give  each  child  entering  first  grade 
an  extensive  battery  of  comprehensive  psychological  tests 
that   would   accurately   diagnose   their   mental   fitness.    Few 
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school  districts  have  sufficient  professional  people  to  adminis- 
ter, score,  and  evaluate  a  test  battery  for  each  child.  In  con- 
sidering a  solution  to  the  problem,  it  was  decided  to  study  a 
screening  test  approach  which  would  filter  out  of  the  total 
pre-school  group  those  children  that  were  not  ready  for  first 
grade.  Remedial  action  could  then  be  taken  to  prevent  future 
difficulties  from  arising  in  this  group  of  children. 

The  specific  objective  of  this  research  program  was  to  de- 
velop a  screening  test  for  the  school  readiness  of  pre-school 
children  and  to  establish  the  validity  of  the  test  in  an  actual 
situation.  The  test  was  to  be  administered  to  children  apply- 
ing for  first  grade  at  pre-school  clinics.  The  criteria  of  the 
test  were  that  it  measure  levels  of  maturation,  be  easily  ad- 
ministered and  scored,  and  have  a  time  limit  of  ten  minutes 
per  child.  Since  the  screening  test  was  to  determine  school 
readiness,  the  maturation  concepts  and  behavioral  studies  of 
Ilg  and  Ames  (1)  appeared  directly  applicable.  These  be- 
havior studies  of  some  1,000  kindergarten  through  second 
grade  children  took  place  in  three  elementary  schools  near 
New  Haven,  Connecticut  from  1957  to  1962.  The  authors 
found  twenty-five  percent  of  the  children  given  the  readiness 
tests  were  "definitely  ready"  for  the  grades  in  which  they  had 
been  placed,  while  another  twenty-five  percent  were  "defi- 
nitely unready."  The  rest  were  considered  of  borderline  ability 
to  achieve  scholastically  in  their  grade  placement.  These  pre- 
dictions proved  to  be  significantly  related  to  the  subsequent 
school  performances  of  the  children,  as  measured  by  teacher 
ratings. 

The  present  study  was  restricted  to  an  evaluation  of  the 
school  readiness  of  pre-school  children  in  one  elementary 
school  using  a  shortened  form  of  the  Gesell  Developmental 
Battery. 

Method 

Evaluation  of  the  screening  test  was  done  at  Meadow  Lane 
School,  Goldsboro,  North  Carolina,  in  cooperation  with  the 
principal  and  the  first  grade  teaching  staff.  Over  90  per  cent 
of  the  student  enrollment  at  this  public  school  comes  from 
homes  of  military  personnel  at  Seymour  Johnson  Air  Force 
Base.  Our  sample  had  two  distinctive  characteristics:  (a)  the 
socio-economic  level  of  the  students  reflects  an  average  income 
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that  is  generally  higher  than  that  of  the  overall  population  of 
the  area,  (b)  the  student  population  was,  unfortunately, 
highly  mobile  because  of  military  transfers  which  were 
numerous  during  this  study  period. 

The  subjects  of  this  initial  study  were  158  of  an  original 
group  of  241  pre-schooi  boys  and  girls  who  were  registering 
to  enter  first  grade  in  the  fall,  1965.  This  included  62  females 
and  96  males.  The  screening  test  was  administered  individually 
by  ten  first  grade  teachers,  supervised  by  one  psychologist. 
The  teachers  had  received  instruction  prior  to  the  evaluation, 
and  also  had  practice  sessions  prior  to  the  pre-school  clinic. 
During  the  actual  testing  variations  in  procedure  by  the 
teachers  were  observed,  but  these  were  not  considered  signifi- 
cant deviations.  It  should  be  noted  that  the  arrangements 
for  giving  the  screening  test  were  so  well-incorporated  by 
the  school  staff  that  not  one  complaint  was  registered  by  the 
children's  parents.  Apparently,  they  assumed  it  was  part  of 
the  usual  registration  process.  The  average  test  duration 
was  ten  minutes  per  child.  Thus,  the  screening  test  appeared 
to  meet  the  requirements  that  it  be  easily  and  quickly  ad- 
ministered to  a  large  number  of  children. 

Four  pencil  and  paper  exercises  were  selected  for  the 
screening  tests  and  there  were:  (a)  printing  of  name,  (b) 
writing  of  numbers  one  through  twenty,  (c)  reproducing 
Gesell's  original  Copy  Form  Test  which  included  drawing  a 
circle,  cross,  square,  triangle,  divided  rectangle,  and  a  dia- 
mond, and  (d)  completing  Gesell's  Incomplete  Man  Figure 
(4).  The  examiner  was  asked  to  rate  each  subject  with  regard 
to  readiness  to  do  first  grade  work  as  "ready,"  "questionable," 
or  "not  ready,"  and  to  note  their  general  behavior  character- 
istics. This  subjective  evaluation  of  ability  to  do  first  grade 
work  was  based  on  the  examiner's  experience  as  a  first  grade 
teacher. 

The  screening  test  was  given  quantitative  values  in  order 
to  evaluate  it  statistically.  Each  part  of  the  test  was  given 
an  arbitrary  numerical  scale,  and  for  a  given  test  the  part 
scores  were  summed  to  yield  the  Total  Objective  Score  or 
TOS.  The  TOS  was  used  to  evaluate  the  screening  test. 

In  addition  to  the  teacher's  estimate  of  the  subject's  school 
readiness,  additional  data  was  obtained  for  evaluation  of  the 
TOS.  In  September,  1965  the  results  of  the  school  adminis- 
tered Lee-Clark  Reading  Readiness   Test   was   obtained  for 
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each  child.  Data  as  to  kindergarten  entrance  and  physical 
defects  were  recorded.  In  February,  1966  (at  mid-term)  indi- 
vidual conferences  were  held  with  each  first  grade  teacher  as 
to  the  child's  academic  achievement.  The  teachers  were  not 
informed  of  a  child's  readiness  qualifications  as  determined 
by  the  TOS,  at  any  time  during  the  school  year.  In  May, 
1966  the  school  administered  California  Achievement  Total 
Battery  Grade  Placement  Scores  were  noted.  At  the  com- 
pletion of  the  school  year,  teachers  judged  each  child's  school 
performance  on  a  rating  form  indicating  fully  ready  or  not 
ready  for  promotion  to  second  grade. 

Results 

The  TOS  estimate  of  school  readiness,  obtained  in  Septem- 
ber, 1965,  was  compared  with  actual  school  performance  as 
measured  by  grade  promotions  of  the  sample  made  in  May, 
1966.  The  results  using  optimal  cutting  points  for  the  TOS, 
are  given  in  Table  1.  ~ 


COMPARISON  OF  TOS   ESTIMATE  OF  SCHOOL 

READINESS  WITH  SCHOOL  PERFORMANCE 

MEASURED  BY  GRADE  PROMOTIONS 

Total  In  Total    Objective  TOS   Estimate  School   Promotions 

Sample  Score  (TOS)  of    School    Readiness  Fully  Ready  Not   Ready 

32  0-9  Not  Ready  16         16 

23  '      10-12  Questionable         17  6 

103  13-20  Ready  89         14 

A  3  X  2  chi  square  analysis  (17.09)  of  these  data  showed 
a  correlation  significant  beyond  the  .01  level.  Although  these 
data  indicate  that  the  screening  test  was  verified,  work  is  ^ 
continuing  to  improve  it.  A  detailed  statistical  analysis  is 
being  made  of  all  the  data.  It  is  possible,  for  example,  that* 
refinements  in  the  scoring  of  the  TOS  will  improve  the 
accuracy  of  the  screening  test. 

In  the  meantime,  a  second  sample  is  being  studied  at 
Meadow  Lane  School,  and  the  positive  findings  from  this 
initial  work  have  been  used  to  establish  two  readiness  classes 
in  the  fall,  1966.  Future  plans  involve  a  longitudinal  study 
of  the  subjects,  extension  of  the  screening  technique  to  other 
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Wayne  County  Schools,  and  a  mass  screening  project  with 
the  Wayne  County  Head  Start  Project. 

Summary 

A  maturation  screening  test  for  pre-school  children  has 
been  developed  which  can  be  given  rapidly  by  people  with 
minimum  training.  Administered  by  first-grade  teachers,  as 
part  of  a  pre-school  clinic,  the  average  test  time  was  ten 
minutes  per  child.  The  screening  test,  consisting  of  four  pen- 
cil and  paper  exercises,  was  given  quantitative  value  called 
the  Total  Objective  Score  or  TOS.  Based  on  158  subjects, 
a  significant  relationship  was  found  between  the  TOS  estimate 
of  school  readiness  and  school  performance  as  measured  by 
ultimate  grade  promotions. 

Although  work  is  continuing  to  improve  its  accuracy,  the 
screening  test  is  being  used  to  establish  school  readiness 
classes  at  the  test  school. 
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In  the  voluminous  literature  on  convulsive  therapy  little 
reference  is  made  to  pre-convulsive  psychological  manipu- 
lation of  the  patient.  Animal  experimentation  has  demon- 
strated the  importance  of  pre-convulsive  environmental  in- 
fluences in  affecting  the  recall,  after  shock,  of  previously 
learned  material  (1).  The  following  case  illustrates  the  re- 
moval of  a  fixed  pathological  idea  apparently  associated  with 
the  activation  of  this  idea  at  the  time  of  application  of  the 
electrical  stimulus. 

Case  M.  C.  This  39  year  old  female  patient  was  in  a  state 
of  agitated  depression.  She  complained  constantly  and  re- 
petitively of  a  "feeling  of  death  in  (her)  throat."  This  idea 
had  been  with  her  constantly  for  a  period  of  approximately 
thirteen  years.  It  had  arisen  shortly  after  her  marriage,  associ- 
ated with  a  hostile  encounter  with  a  previous  girl  friend  of 
her  husband's.  During  this  encounter  she  suppressed  an  im- 
pulse to  choke  this  woman;  but  later,  while  contemplating 
upon  this  incident,  she  experienced  sensations  of  constriction 
in  her  throat  which  she  interpreted  as  a  sign  of  imminent 
death.  Apparently  projecting  her  suppressed  violence  she 
falsely  believed  that  the  woman  was  influencing  her.  With  the 
passage  of  time  the  somatic  component  disappeared  but  the 
delusional  concept  of  a  "feeling  of  death  in  (her)  throat" 
remained  unaccompanied  by  any  specific  physical  discomfort. 

On  account  of  her  grossly  agitated  state,  a  course  of  E.S.T. 
was  initiated  quickly.  Following  the  first  treatment,  there  was 
considerable  improvement  in  her  general  mental  condition 
but  the  delusional  idea  was  unaltered  in  severity.  It  was  de- 
cided to  manipulate  her  psychologically  before  her  second 
treatment.  For  a  period  of  approximately  one  hour  before 
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therapy  the  patient  was  encouraged  to  air  her  "fear  of  death 
in  (her)  throat."  No  discouragement  was  given  to  her  per- 
petual promulgations ;  on  the  contrary,  explicit  validation  was 
frequently  given  to  her  idea.  This  procedure  was  continued 
until  the  moment  of  application  of  the  electrical  stimulus. 

One  hour  after  application  of  the  stimulus,  her  only  com- 
plaint was  of  feelings  of  depersonalization:  she  stated  that 
she  felt  "dead  all  over  her  body."  On  complete  clearing  of 
consciousness  she  made  no  spontaneous  complaint  of  her 
previous  delusional  idea  and  only  gave  a  perfunctory  recog- 
nition of  it  to  direct  questioning.  During  her  subsequent 
hospitalization  she  made  progressive  improvement  in  her 
condition  with  no  further  reference  to  her  previous  pathologi- 
cal pre-occupation.  A  follow-up  outpatient  interview  approxi- 
mately two  months  later  showed  continued  remission  with 
no  recurrence  of  her  previous  delusion. 

Disctission 

The  confluence  of  several  concepts  formed  the  rational  basis 
in  the  formulation  of  this  therapeutic  technique.  Both  animal 
and  human  studies  have  shown  that  recently  learned  memory 
impressions  are  more  difficult  to  recall  in  the  post  convulsive 
state  than  remote  ones  (2,3).  This  theory  is  in  accordance 
with  the  classical  concept  that  the  therapeutic  mode  of  action 
of  E.S.T.  depends  upon  the  obliteration  of  recently  acquired 
pathological  patterns  of  thought  and  behavior  with  a  regres- 
sion to  pre-morbid  healthy  patterns  (4).  In  this  particular 
case  a  pathological  idea  of  many  years'  duration  had  become 
an  acute  presenting  symptom  in  a  depressive  state.  Applying 
the  above  theory,  it  was  predicted  before  therapy  that  irre- 
spective of  the  outcome  of  the  depression,  the  pathological 
ideation,  on  account  of  its  chronicity,  would  be  unaffected. 
This  was  confirmed  to  some  extent  by  the  severity  of  the  de- 
lusional expression  after  the  first  conventional  treatment. 

Eradication  of  this  delusion  could  obviously  have  occurred 
by  chance  or  concomitant  with  the  improvement  in  the  af- 
fective state.  However,  it  is  hypothesized  that  activation  of 
the  electrical  engi'am  responsible  for  the  pathological  idea  at 
the  moment  of  application  of  the  electrical  stimulus  was  re- 
sponsible for  its  obliteration. 
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In  1957  a  union  of  the  Child  Psychiatry  Division  of  the 
University  of  North  Carolina  Medical  School  and  the  State 
Hospitals  Board  of  Control  *  produced  North  Carolina's  first 
facility  designed  solely  for  residential  treatment  of  emotion- 
ally disturbed  children.  This  infant  facility  was  nurtured  by 
both  of  its  parent  groups  during  the  early  months  and  years 
at  John  Umstead  Hospital.  Under  the  direction  of  W.  C. 
Rippy,  Jr.,  the  Children's  Psychiatric  Unit,  as  it  remains 
known  today,  gradually  grew  in  physical  size  from  four  beds, 
to  ten  beds,  to  its  present  operating  capacity  of  twenty. 
Metaphorically  this  early  development  can  be  equated  with  a 
period  of  normal  Autism  in  human  personality  development. 
During  this  the  Unit's  own  needs  were  so  critical  its  per- 
ception of  the  rest  of  the  world  was  blurred.  Multiple  grow- 
ing pains  were  experienced,  its  identity  was  threatened  by 
many  crises  from  without  and  within. 

It  was  physically  transplanted  from  John  Umstead  Hospital 
to  Murdoch  Center  in  1960.  Gradually  it  became  known  as 
primarily  an  experimental  program  for  very  regressed  or 
early  fixated  psychotic  children.  As  we  know  now,  this  was 
viewed  by  many  at  that  time  as  an  open  rebellion  to  usual 
treatment  norms;  now  when  the  turmoil  is  behind  and  se- 
renity bathes  our  minds  we  can  say  with  certainty  that  per- 
haps it  was  only  a  phase  of  toddlerhood  with  which  every 
parent  should  be  familiar.  It  resembled  the  process  of  sepa- 
ration-individuation  which  as  the  previous  step  was  so  stormy 
the  quest  for  separate  identity  threatened  its  very  existence. 
New  approaches,  coupled  with  the  more  orthodox  treatment 
techniques,  were  sought  and  tried.  The  results  obtained  from 


*  Now  the  N.  C.  Department  of  Mental  Health. 
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treating  this  very  disturbed  group  were  similar  to  those  found 
in  other  settings  and  proved  nevertheless  satisfactory  to 
neither  the  staff  nor  the  sponsoring  parent  groups.  Pressures 
from  without  and  internal  distresses  from  the  treatment 
staff,  provided  the  stimuli  for  additional  growth  and  philo- 
sophic changes.  About  this  time,  the  professional  relation- 
ships with  the  Department  of  Psychology  at  the  University 
of  North  Carolina  and  the  Division  of  Child  Psychiatry  at 
Duke  University  were  solidified.  M.  Amaya  became  the  Clini- 
cal Director.  Training  to  both  psychology  students  and  child 
psychiatry  fellows  was  intensified.  Less  emphasis  was  placed 
on  fostering  or  forcing  regressing  of  patients  to  early  develop- 
mental phases  and  going  through  hopefully  corrective  experi- 
ences though  these  were  not  avoided  when  in  the  service  of 
the  ego.  Less  optimistic  goals  were  set  for  the  parents,  all 
of  whom  were  in  treatment  with  our  social  work  staff.  The 
objectives  for  both  the  children  and  parents  became  more 
easily  definable — to  deal  with  the  patients  at  whatever  level 
of  development  they  were,  strengthening  their  egos  and 
adaptive  resources,  thus  offering  assistance  within  the  ob- 
jective limits  of  our  own  capacities. 

Perhaps  this  period  was  similar  to  normal  latency  in  indi- 
vidual development,  during  which  identities  became  clearer 
and  more  certain.  Reality  and  structure  became  key  concepts, 
with  the  milieu  shifting  from  a  permissive  "laissez  faire," 
emotionally  feeding  atmosphere  to  one  providing  a  climate 
stressing  individual  responsibility,  controls,  and  growth-im- 
parting frustrations.  Highly  individualized  treatment  plans 
were  developed,  with  a  greater  appreciation  for  needs  other 
than  passive  nurturance.  A  basically  psychoanalytic  philoso- 
phy was  retained,  but  there  was  more  stress  on  the  ego 
building  and  strengthening  activities  involving  education  and 
recreation,  as  well  as  less  flirting  with  "primary  processes." 
The  psychotherapist  became  an  even  more  salient  force,  with 
the  treatment  team  looking  more  to  him  for  guidance  and 
leadership. 

Concomitant  with  these  changes  was  a  policy  of  more 
stringent  admission  requirements  in  the  direction  of  treat- 
ability and  more  rapid  return  to  the  home  community.  Grad- 
ually the  Unit  has  realized  its  limitations  and  capacities. 
Treatment  failures  with  very  regressed  schizophrenic  chil- 
dren, seven-  and  eight-year-old  mute,  autistic  children,  and 
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ten-  to  twelve-year-old  overly  aggressive,  behavior  disorders, 
led  us  to  consider  these  groups  as  unacceptable  candidates. 
On  the  other  hand,  more  positive  experiences,  with  five-  and 
six-year-old  schizophrenic  children  and  borderline  psychotic 
children  of  all  ages  have  encouraged  our  efforts  with  these 
groups.  Occasional  severely  neurotic  children,  chronic  school 
phobias,  as  well  as  seven-  and  eight-year-old  acting-out  chil- 
dren, are  also  accepted  for  treatment.  Although  our  goals 
with  parents  are  currently  more  realistic,  in  that  major  per- 
sonality reconstructions  are  rarely  attempted,  the  parent's 
capacity  to  participate  actively  in  the  treatment  program  is  a 
must.  All  of  these  criteria  for  admission  are  evaluated  during 
the  child's  one-week  stay  at  the  Murdoch  Diagnostic  Clinic. 
Both  the  Unit  staff  and  the  Diagnostic  Clinic  staff  participate 
in  the  evaluation. 

The  Children's  Unit  is  now  apparently  reaching  young 
adulthood.  The  recent  acceptance  into  the  American  Associ- 
ation of  Psychiatric  Clinics  for  Children  signifies  a  degree  of 
competence  and  maturity.  At  any  rate,  a  growing  concern 
with  our  community  of  mental  health  facilities  and  profes- 
sionals, as  well  as  our  professional  children,  or  trainees,  is 
becoming  of  utmost  importance  to  the  Unit.  Child  psychia- 
trists, psychologists,  social  workers,  recreators,  nurses,  and 
special  education  teachers  are  all  actively  profiting  from  our 
experiences.  Returning  children  to  their  communities  and  the 
necessary  liaison  between  the  Unit  and  the  community  edu- 
cation, recreation  and  therapeutic  resources  has  become  a 
permanent  staff  activity.  It  is  hoped  that  continued  maturity 
and  knowledge  can  be  imparted  by  this  state  program,  along 
with  more  usable  treatment  services  and  that  this  facility 
can  provide  a  stable  hub  around  which  a  network  of  children's 
services  and  training  can  be  established. 
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Prior  to  establishing  a  therapy  group  for  children  in  a 
child  guidance  clinic,  it  is  necessary  to  review  the  basic 
fundamentals  of  such  a  program,  and  the  service  it  can  offer 
to  the  children.  This  paper  is  an  effort  to  provide  a  summary 
description  of  group  therapy  for  children  and  the  role  of  the 
therapist  in  such  a  group  situation. 

Among  the  most  important  developments  in  psychiatry  and 
psychology  in  recent  times  is  the  recognition  that  man  is 
essentially  a  group  animal.  The  destiny  of  man,  savage  or 
civilized,  is  irrevocably  tied  up  with  the  group.  His  growth 
and  development  are  conditioned  by  the  group's  values  and 
attitudes.  In  the  healthy  personality,  group  associations  ex- 
pand to  include  even  wider  areas  and  larger  numbers  of 
persons.  Where  this  does  not  occur,  the  personality  is  a 
defective  one. 

Through  group  therapy  there  is  the  presentation  of  an 
environment  which  aids  in  the  modification  or  elimination  of 
certain  egocentric  attitudes.  Postive  identifications  are  es- 
tablished. This  movement  from  self-centeredness  to  respon- 
siveness to  people  outside  oneself  represents  the  greatest 
achievement  in  psychological  and  social  evolution. 

Group  therapy  is  a  treatment  in  which  no  discussion  is 
initiated  by  the  therapist.  Interpretation  is  given  only  in  very 
rare  instances  and  under  specific  conditions.  Emotional  re- 
orientation comes  from  the  fact  that  the  child  experiences 
actual  situations,  lives  and  works  with  other  children,  comes 
into  direct  and  meaningful  interaction  with  others,  and  as  a 
result  modifies  his  feelings  and  habitual  responses.  The  group 
is  an  aggregation  of  3  or  more  persons  in  an  informal  face-to- 
face  relation  where  there  is  direct  and  dynamic  interaction 
among  the  individuals  comprising  it;  and,  as  a  result,  the 
personality  of  each  member  is  fundamentally  modified. 

In  group  therapy,  we  work  with  children  who  are  directly 
rejected  by  parents,  family,  school,  street  gangs  and  com- 
munity centers,  or  whose  powers  and  personalities  are  in- 
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directly  rejected  by  pampering  and  coddling.  As  a  result  of 
this,  they  are  unable  to  get  along  with  their  contemporaries 
and/or  adults.  These  children  are  actively  hostile  and  destruc- 
tive or  reject  the  world  by  withdrawing  from  it.  They  are 
either  excessively  aggressive  or  excessively  withdrawn ;  ob- 
sessed with  great  fears  or  guilt.  They  overcompensate  for 
them  by  nonsocial  or  antisocial  behavior.  Furthermore,  the 
child  finds  himself  victimized  by  most  of  the  organized  agen- 
cies of  the  community.  At  every  turn  he  finds  himself  impeded 
by  outer  stresses  and  inner  strains. 

What  a  child  needs  in  such  circumstances  is  a  haven  of 
relief,  a  sanctuary  where  these  distressing,  threatening  and 
hostile  pressures  can  be  relieved  and  removed.  Here  the  child 
is  accepted  with  all  his  faults,  shortcomings,  destructiveness, 
and  hostilities.  This  convinces  the  child  that  the  group  and 
the  group  therapist  do  not  intend  to  continue  the  persecuting 
and  rejecting  treatment  to  which  he  has  become  accustomed. 
He  is  relieved  of  all  the  censorship,  disapproval,  nagging, 
punishment  that  he  has  suffered  in  the  past,  and  from  his  own 
guilt  feelings  as  well.  He  can  be  destructive  and  even  attack 
his  group  mates  physically  (but  not  the  therapist).  It  is  as 
these  emotional  pressures  are  reduced  that  the  child  reduces 
his  hostility  and  aggressive  tendencies.  Those  who  do  not 
make  such  an  adjustment  suffer  from  very  deep-rooted  dis- 
turbances that  may  require  a  different  type  of  psychotherapy 
or  even  institutionalization. 

Group  therapy  (in  play  or  discussion  form)  is  employed 
in  a  large  number  of  cases  either  as  exclusive  treatment  or  as 
supplementary  to  individual  treatment.  The  need  for  group 
treatment  frequently  arises  because  a  child  is  inaccessible 
to  individual  treatment,  or  because  the  family  is  resistant  for 
one  reason  or  another.  In  a  number  of  cases  the  nature  of  the 
problem  is  such  that  it  requires  the  supplementation  of  a 
group,  without  which  therapy  is  either  at  a  standstill  or  im- 
possible. When  a  regular  club  is  acceptable  to  the  child  and 
serves  the  ends  of  the  treatment  aim,  he  is  referred  to  such  a 
club.  In  cases  where  an  attenuated  or  protected  group  is 
needed,  a  therapy  group  is  indicated.  There  are  a  large  number 
of  children  whose  treatment  needs  are  met  entirely  by  the 
group. 

Some  of  the  purposes  for  which  children  are  referred  for 
group  therapy  are  as  follows : 
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1)  Social  Experience:  To  gain  social  experience,  such  as 
security  in  relation  to  other  children,  or  to  adults,  to  develop 
personal  security,  such  as  status,  acceptance  and  self-con- 
fidence. 

2)  Observation:  For  purposes  of  a  differential  diagnosis 
or  testing  the  progress  of  individual  treatment. 

3)  Development  of  group  relations  outside  the  family. 

4)  Utilization  of  personality  traits  in  a  constructive  fash- 
ion. 

5)  Provide  opportunity  for  self-expression. 

6)  A  form  of  "tapering  off"  treatment. 

7)  Supplementing  psychotherapy  or  casework  treatment. 
In  assigning  children  to  groups  many  factors  besides  their 

personalities  and  their  patterns  must  be  considered.  These  re- 
quirements or  suggestions  are  in  some  cases  experimental, 
but  the  following  constitutes  some  of  the  thinking  in  this  area. 

1)  The  ideal  number  of  children  for  therapy  is  five  or 
six.  It  can  be  increased  to  eight  later  on  in  treatment.  Over 
this  number,  conflicting  currents  among  the  participants,  as 
well  as  inefficiencies  in  the  therapist's  role,  occur.  For  ex- 
ample, one  child  may  become  hyper-active  with  the  therapist, 
singling  him  out  and  focusing  much  attention  on  him  and 
neglecting  the  needs  of  some  other  members. 

2)  A  two-year  span  in  age  distribution  is  usually  em- 
ployed. Example:  8-10  years,  or  10-12  years. 

3)  In  assigning  children  to  groups,  emotional  and  social 
development,  that  is,  maturity  of  personality,  must  be  con- 
sidered. Often  times,  chronological  age  must  give  way  to  these 
considerations. 

4)  If  the  grouping  is  incorrect,  undesirable  behavior  and 
attitudes  on  the  part  of  some  of  the  members  may  be  taken 
on  by  the  others.  It  is  obviously  undesirable  for  children  to 
be  grouped  so  that  some  will  acquire  from  others  the  very 
attitudes  that  need  to  be  corrected.  Also  important  is  to  pre- 
vent dominant  ones  from  activating  delinquent  behavior  in 
others. 

5)  There  must  not  be  too  many  aggressive  children  in  a 
group.  Aggressive  members  insuitably  reinforce  each  other's 
trends  with  detrimental  results. 

6)  Groups  consisting  entirely  of  self-effacing  and  with- 
drawn children  are  found  ineffectual  for  therapy  because  the 
essential  group  dynamics  are  not  set  up  by  them:  each  pur- 
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sues  his  own  special  occupation  and  remains  largely  isolated 
from  others. 

7)  Intra-group  balance  is  achieved  when  the  membership 
consists  of  aggressive,  active,  withdrawn  and  average  chil- 
dren approximately  equal  in  number  and  in  intensity  of 
characteristics,  for  this  tends  to  establish  equilibrium. 

8)  Membership  in  the  group  is  advisably  limited  to  one 
sex.  Therapists  who  have  experimented  with  groups  of  mixed 
sexes  have  suggested  that  such  groups  tend  to  create  serious 
difficulties. 

9)  Siblings  are  discouraged  from  joining  the  same  group. 
Likewise,  friends  and  previous  acquaintances  are  separted 
into  different  groups. 

10)  Only  occasional  visits  from  outsiders  should  be  allowed. 

11)  As  a  child  progresses,  or,  in  some  instances,  regresses, 
he  is  moved  or  transferred  to  another  group.  This  not  only 
tests  his  social  adaptations  and  growth,  but  provides  new  and 
different  experiences  to  which  he  must  make  new  adjust- 
ments. 

In  group  therapy  conflicts  are  resolved  in  the  presence  of 
other  people,  and  in  which  the  members  of  the  group  achieve 
mutual  respect,  support  and  affiliation  through  working  on 
their  problems  together.  Group  therapy  has  gone  on  for  years 
in  the  form  of  summer  camps,  the  YMCA,  Scouting  and  other 
organized  group  situations.  The  child  has  improved  in  his 
relations  to  others,  and  has  raised  his  own  self-respect  as  an 
accepted  member  of  the  group.  In  group  therapy,  the  wealth 
of  experiences  of  communicating  and  interacting  with  others 
is  produced,  which  is  not  possible  in  individual  therapy. 
Secondly,  there  is  a  time  and  expense  savings  as  one  therapist 
may  help  several  children  at  one  time. 

The  Therapist's  Role  In  Group  Therapy  With  Children 

Prior  to  embarking  on  the  difficult  task  of  assuming  re- 
sponsibility for  a  group  therapy  program  for  children  there 
are  certain  basic  fundamentals  of  which  the  therapist  must 
be  aware  and  of  which  he  must  have  a  good  understanding. 
In  order  for  him  to  acquire  these  abilities  and  to  perfect  them, 
it  will  be  necessary  for  him  to  look  at  both  himself  and  the 
group  as  well  as  the  individual  members  of  the  group  and 
the  various  inter-relationships. 
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Three  important  rules  in  prestructuring  group  content  are : 

1)  The  therapist  cautiously  uses  himself  and  his  ability 
to  interrelate  with  children. 

2)  The  therapist  makes  interpretations  to  children  re- 
garding their  behavior  and  reality  events  which  are 
ego-level  interpretations  based  on  understanding  of 
unconscious  motivations. 

3)  The  therapist  collaborates  with  other  specialists  in 
relationship  to  each  group  member. 

Along  with  these  it  will  be  equally  important  for  the 
therapist  to  identify  the  group  roles  of  each  child  and  to 
identify  the  specific  role  that  might  be  anticipated  by  the  child 
at  a  given  meeting.  The  amount  of  physical  activity,  the  equip- 
ment available  and  the  interpretations  and  discussions  desired 
or  anticipated  should  all  be  considered  in  planning  group 
therapy. 

Some  of  the  many  determinants  of  the  content  of  the  group 
are:  (1)  Purpose  of  the  group;  (2)  the  age,  sex  and  clinical 
diagnosis  of  the  members ;  (3)  the  climate;  (4)  current  inter- 
action; and,  (5)  the  natural  history  of  the  group. 

Included  in  the  definition  of  the  group  content  are  both 
the  activities  of  the  group  and  the  inter-  and  intra-personal 
relationships. 

In  terms  of  limitations  it  is  important  for  the  therapist  not 
to  impose  limits  that  they  cannot  handle.  The  group  should 
be  free  to  choose,  within  reason,  the  nature  of  the  group 
activity  for  discussion.  In  this  respect,  the  therapist  with  his 
understanding  of  the  group  and  its  individual  members  can 
use  this  knowledge,  coupled  with  his  guidance  ability,  to 
bring  about  the  most  productive  choice  for  all  the  members 
of  the  group. 

The  therapist  should  provide  a  theoretical  framework  from 
which  he  could  construct  a  temporary  group  meeting.  First, 
he  wants  to  consider  each  child  in  his  individual  role,  i.e.  his 
role  in  relationship  to  himself.  How  does  the  child  himself 
feel  about  his  own  role?  How  does  he  cope  with  his  own 
individual  problems?  In  what  particular  area(s)  does  he 
find  the  most  difficulty  in  adjusting?  Just  how  does  the  child 
evaluate  himself  —  his  attitude  toward  himself? 

In  the  same  light  he  must  consider  (on  the  same  level)  the 
way  a  child  feels  toward  others.  This  not  only  includes  his 
group   members   but   also   his   peers   and,    furthermore,   his 
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therapist  (s).  What  reactions  does  he  experience  in  a  group 
as  a  whole  and  within  his  group  with  respect  to  other  mem- 
bers? 

With  these  thoughts  in  mind  he  has  to  evaluate  and  con- 
struct the  role  in  which  the  therapist  is  to  operate.  He  must 
use  his  knowledge  and  understanding  to  coordinate  all  group 
activities.  He  must  be  able  to  decide  what  activity  for  thera- 
peutic measure  must  be  undertaken  in  order  to  know  (some- 
times anticipate)  a  group  response  which  is  advocated  to 
help  the  child  and  the  group  with  the  available  equipment.  He 
must  be  able  to  sponsor  levels  of  activity  beneficial  to  the  child 
and  himself  with  respect  to  bringing  out  new  problems  — 
inhibitions,  fears,  anxieties,  over  self-confidence  (superiority 
complex  in  relation  to  the  others)  physical  activity  or  (1) 
physical  proximity;  (2)  physical  contact,  as  in  boxing;  (3) 
individual  physical  play,  as  in  throwing  a  ball;  (4)  an  iso- 
lated play  or  work,  as  in  playing  entirely  by  himself,  must 
be  taken  into  consideration. 

Previous  activities,  past  history,  progressive  and  regressive 
tendencies  in  certain  phases  of  group  therapy,  and  in  general 
overall  attitudes  and  emotions  are  other  various  and  gen- 
eralized terms  which  are  considered.  One  should  promote 
activities  where  roles  by  two,  three,  four,  etc.  children  may  be 
directly  affected.  The  therapist  should  be  on  the  lookout  for 
telltale  signs  of  symptoms  of  previously  unnoticed  behavior. 
He  should  vary  therapeutic  activities  in  order  to  broaden 
the  scope  of  the  levels  of  participation.  One  may  counsel 
individually  with  a  child  but  usually  it  is  in  relation  to  a 
group  or  another  individual  within  the  group.  He  should 
encourage  discussion  among  group  members  but  guard  against 
discussions  which  may  harmfully  affect  children  within  the 
group;  this  is  when  one  child  talks  about  something  which 
others  fear  or  about  which  they  are  confused  and  which  ulti- 
mately leads  to  a  greater  anxiety  or  fear.  It  is  important 
for  the  therapist  to  be  cautious  of  the  motivations  and  for 
what  purpose  a  child  elicits  such  a  discussion.  The  group 
therapist's  self-awareness  is  certainly  as  important  as  it  is  in 
individual  treatment.  He  should  be  prepared  for  a  constant 
testing  by  the  group  and  members  of  the  group  in  order  to 
determine  whether  he  can  be  trusted. 

The  therapist's  service  to  groups  is  geared  to  two  levels 
of  help,  i.e.,  groups  and  individuals.  The  relationship  of  the 
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therapist  to  the  group  and  the  therapist  to  the  individual 
within  the  group  is  the  key  potential  for  helping.  Program 
and  other  environmental  manipulations  toward  helping  the 
ego  immediately  can  be  helpful  but  are  usually  secondary. 
Only  if  we  truly  "reach"  these  children  can  they  be  helped 
to  achieve  more  satisfying  ways  of  handling  the  age  old 
conflict  between  the  demands  of  society  and  the  dominating 
strivings  of  individual  impulses. 

For  therapists  working  with  young  children  in  a  group 
setting  it  is  assumed  that  the  antisocial  acts  of  individuals 
cannot  be  understood  —  or  coped  with  —  unless  we  deal 
with  factors  other  than  just  personality  dynamics.  It  is  neces- 
sary for  the  therapist  to  deal  with  the  internal  relationships 
to  evolve  roles,  status,  structure,  norms  and  persistency  of 
interaction  of  the  individual's  immediate  peer  group ;  also,  the 
pressures  toward  conformity  and  the  inner  stimulating  effects 
of  group  participation.  There  should  be  awareness  of  the 
mode  and  style  of  personal  controls  of  behavior  prescribed, 
permitted,  preferred  and  prescribed  by  outside  sources,  e.g., 
family  and  peer  groups.  One  should  also  attempt  to  uncover 
the  reality  aspects  of  the  specific  problem  situation  with  which 
the  individual  is  confronted  and  the  manner  in  which  he 
preserves  it.  In  essence,  these  are  largely  the  traditional 
group  concepts,  possibly  with  different  emphases. 

Some  of  the  areas  of  emphases  are  as  follows:  (1)  active 
communication  that  we  care  about  their  problems;  (2)  active 
demonstration  that  we  are  as  non-judgemental  as  we  say  — 
or  imply;  (3)  alert  willingness  to  sympathize  with  their 
weaknesses  and  support  their  strengths;  (4)  overt  expec- 
tation that  they  can  partcipate  in  coping  with  their  problems ; 
(5)  flexibility,  openness  and  imagination  in  the  role  of  the 
helpful  adult;  (6)  coming  to  grips  with  our  systems  of  values 
and  class  biases  as  well  as  our  personality  components. 

In  summary  the  therapist  must  regulate  himself  and  his 
group,  hence  the  individual  child  within  the  group,  where  a 
maximum  total  response  in  therapy  may  be  obtained.  The 
content  of  a  group  session  should  be  planned  for  in  terms 
of  the  basic  and  temporary  roles  of  the  children,  the  degree 
of  conformity  to  the  group  desired,  the  amount  of  physical 
activity,  equipment  available  and  the  interpretations  and 
discussions  desired  or  anticipated.  There  is  no  guarantee  as  to 
what  will  happen  in  a  group  session.  However,  the  therapist's 
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awareness  and  use  of  the  principles  described  in  this  paper 
will  give  a  meaningful  framework  within  which  these  goals 
may  most  likely  be  achieved  and  provide  an  ego  supportive 
experience  based  upon  these  principles.  At  all  times  the 
therapist  should  keep  every  possible  contributing  factor  to  a 
group's  and  individual's  welfare  and  care  in  mind. 
(Bibliography  on  request  from  author) 


BOOK  REVIEW 

Principles  and  Practices  of  Hypnoanalysis 

Jerome  M.  Schneck,  M.D. 
Springfield,  Illinois;  Charles  C.  Thomas,  1965 

Interest  in  hypnosis  has  waxed  and  waned  over  many 
decades,  increasing  again  over  the  last  ten  or  fifteen  years. 
In  the  past  few  years  interest  in  hypnosis  by  psychoanalysts 
has  increased  following  a  disenchantment  with  the  area  since 
Freud  abandoned  the  use  of  hypnosis.  Dr.  Schneck  has  made 
many  contributions  in  the  area  of  hypnosis  and  this  book  is  an 
important  addition  to  the  literature. 

Dr.  Schneck  writes  from  personal  experience  and  relates 
many  thoughts  and  concepts  that  he  has  developed.  There  is 
enough  clinical  material  to  demonstrate  points  made  without 
having  the  book  become  overly  loaded  with  details.  The  details, 
however,  are  readily  available  through  references  by  the 
author  to  his  publications  in  journals. 

The  book  is  written  in  such  fashion  as  to  allow  easy  read- 
ing and  close  relationship  with  the  author,  and  this  is  accom- 
panied by  a  format  which  is  wider,  less  structured,  and  more 
fluid  than  a  conventional  format  which  would  have  chapters 
on  history,  theory,  methods,  and  other  more  usual  categories. 

The  author  initially  proceeds  to  explore  the  nature  and 
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essence  of  hypnoanalysis  and  the  following  section  explores 
hypnoanalytic  uses.  This  is  followed  by  a  section  on  hypno- 
analysis and  resulting  effects.  A  review  of  the  varying  ideas 
of  the  structure  of  hypnoanalysis  follows  in  the  next  section, 
the  final  section  closing  with  the  author's  observations  and 
views  of  hypnoanalysis  and  its  relationship  to  psychoanalysis. 

The  author  very  nicely  demonstrates  to  us  that  he  does 
not  feel  that  hypnoanalysis  is  a  panacea  nor  a  substitute  for 
psychotherapy  or  psychoanalysis,  but  rather  that  it  is  an 
adjunct  which  may  be  of  value  for  a  good  number  of  patients. 
Furthermore,  he  indicates  that  hypnoanalysis  not  only  has 
therapeutic  possibilities  but  offers  potential  for  achieving 
greater  insight  into  the  many  variables  of  hypnosis.  He  feels, 
furthermore,  that  hypnosis  is  a  valuable  aid  for  increasing  our 
knowledge  regarding  personality  function. 

This  book  takes  its  place  alongside  the  only  other  previous 
publication  in  this  area,  Hypnoanalysis  by  Lewis  Wolberg. 
Any  psychoanalyst  or  psychoanalytic  psychotherapist  who 
has  serious  interest  in  the  utilization  of  hypnosis  will  find  this 
book  a  significant  contribution. 

N.  E.  Stratas,  M.D. 
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Gasoline  and  Psychiatry* 

Nicholas  E.  Stratas,  M.D. 

Deputy  Director 

N.  C.  Department  of  Mental  Health 

Raleigh,  North  Carolina  27603 


I 


.am  very  pleased  to  be  here,  not  just  because  of  your 
beautiful,  warm  climate,  but  also  because  it  has  been  a  wel- 
come opportunity  to  share  our  North  Carolina  experiences 
with  yours.  This  has  already  proven  stimulating  and  educa- 
tional to  me.  The  project  which  I  am  going  to  describe  is 
supported  by  an  NIMH  grant  for  general  practitioner  edu- 
cation. 

I  regret  that  Jim  Cathell  could  not  be  with  me  inasmuch  as 
he  has  been  the  mainstay  of  this  project.  He  is  a  large,  ex- 
tremely well-fed  psychiatrist,  who  is  a  former  GP  and  former 
superintendent  of  one  of  our  state  psychiatric  hospitals.  We 
think  he  is  the  "GP's  psychiatrist." 

This  project  was  a  natural  outcome  of  our  learning,  train- 
ing investment  in  the  North  Carolina  Department  of  Mental 
Health  and  particularly  learning  and  training  to  meet  the 
needs.  There  are  many  aspects  in  this  program  which  I  could 
talk  about:  experiences  and  thinking  that  preceded  it  and 
stimulated  it;  the  developmental  process  (which  we  feel  is 
very  important)  ;  the  consultation-education  itself  and  the 
content  involved ;  the  dynamics  that  evolved  in  the  consultant- 
consultee  or  teacher-student  relationships;  the  qualities  and 
features  of  the  primary  physicians,  and  I  might  point  out 
that  although  there  was  a  preponderance  of  general  practi- 
tioners, surgeons,  obstetricians  and  pediatricians  were  also 
involved;  the  effects  on  the  consultant;  or  the  related  evalua- 
tions. Any  of  these  alone  would  take  much  more  time  than  we 
have  if  done  in  detail  so  I  will  instead  attempt  to  blend  in  all 
of  these  elements  in  a  more  general  way. 

We  recognize  that  the  primary  physician  is  a  key  person, 
not  only  in  treatment  but  also  in  prevention — knowing  his 
patients  and  their  histories  and  enjoying  meaningful  rela- 
tionships with  them.  Furthermore,  he  is  on  the  scene  often- 
times before,  during  and/or  after  crises  which  can  either  pro- 
mote further  growth  or  deterioration.  Furthermore,  in  North 


*  Delivered  at  the  American  Psychiatric  Association  committee  meet- 
ing on  psychiatry  and  general  practice,  Phoenix,  Arizona. 
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Carolina,  a  semi-dispersed  rural  state,  he  is  an  essential  ele- 
ment if  we  are  to  have  an  effective  circle  of  community  mental 
health  services. 

We  recognize  that  our  past  experiences  with  short-term 
seminar  and  lecture-type  postgraduate  courses  had  been  very 
disappointing.  Very  few  physicians  attended  and  were  inter- 
ested, most  physicians  were  non-commital  and  a  few  had  no 
interest  whatsoever.  We  also  were  aware  of  principles  of 
teaching,  learning,  and  educational  planning  which  have  been 
well  described  in  previous  colloquia  by  Dr.  Abrahamson.  It 
bothered  us  that  the  short-term  programs  were  deficient  in 
many  of  these  principles. 

In  the  fall  of  1963  while  engaging  in  an  activity  we  enjoy 
in  our  department — that  is,  free  association  or  fantasying  and 
thinking  of  our  rural  counties  where  almost  no  mental  health 
resources  existed,  we  began  to  think  about  the  primary  physi- 
cian. We  wondered  about  the  format  which  would  have  a  psy- 
chiatrist going  out  to  these  physicians,  back  them  up,  enhance 
their  skills  and  knowledge,  and  do  this  in  a  continuing  fashion. 
If  they  wouldn't  come  to  our  seminars,  maybe  we  should  go 
to  them,  find  them  where  they  are  and  start  with  them  at  the 
level  of  their  needs.  As  well  as  starting  at  the  level  of  their 
needs,  we  thought  we  could  also  focus  down  in  one  of  the 
areas  of  our  needs,  that  of  aftercare. 

We  took  this  idea  to  the  president  of  the  state  medical 
society  and  got  rapid  society  endorsement  of  the  idea.  I  must 
add  that  in  North  Carolina  we  enjoy  very  significant  mental 
health — medical  society  relationships  at  both  state  and  local 
levels,  and  this  has  been  a  vital  feature  in  the  success  of  any 
of  our  programs.  Following  this,  we  set  a  meeting  at  Brough- 
ton  Hospital  and  did  this  by  contacting  the  medical  societies 
through  individuals  in  the  form  of  a  letter  which  indicated 
that  we  felt  we  had  a  problem  of  providing  aftercare  in  the 
counties  where  the  physicians  were  practicing  and  that  per- 
haps they  could  help  us  with  this  problem.  The  letter  was 
followed  up  with  telephone  calls  to  all  of  the  physicians  indi- 
vidually, and  we  feel,  in  retrospect,  that  the  telephone  calls 
were  very  important  and  induced  many  physicians  to  come 
to  the  meeting  who  would  otherwise  have  stayed  away.  We 
made  it  clear  that  our  ideas  were  very  tentative  and  that  we 
wanted  to  involve  the  physicians  in  the  planning. 
-    We  got  an  overwhelming  response,  although  we  had  hoped 
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to  get  at  least  one  physician  from  each  county  whom  we  could 
then  develop  into  a  mental  health  special  resource,  the  re- 
sponse to  the  meeting  was  much  better  than  anticipated. 
Thirty-three  of  the  35  physicians  indicated  that  they  wanted 
to  be  involved  in  the  program,  and  through  later  expansion 
of  the  area  served  by  this  project,  we  have  60  of  64  physicians 
involved. 

After  the  first  meeting  there  were  further  meetings  with 
each  individual  county  medical  society,  where  again  the  same 
thoughts  were  presented  emphasizing  the  tentative  nature  and 
the  wish  to  have  the  physicians  involved  in  more  specific  defi- 
nition of  the  project.  These  meetings  were  followed  up  by 
visits  to  the  individual  physicians,  again  held  in  a  tentative 
planning  fashion.  It  was  discovered  early  that  it  was  im- 
portant to  recognize  the  group  profile  of  the  medical  society 
and  insure  that  the  inherent  power  structure  be  utilized. 

During  this  early  phase  an  important  element  was  getting 
to  know  the  counties  and  the  physicians  by  other  means  as 
well  as  the  direct  contact.  Resource  publications  were  used. 
Local  agencies  and  citizens  were  talked  with,  and  Dr.  Cathell 
informs  me  that  amongst  others,  including  pharmacists,  serv- 
ice stations,  an  extremely  knowledgable  community  person  is 
the  local  funeral  director.  At  the  initial  visit  an  attempt  was 
made  to  set  up  subsequent  regular  meetings,  and  this  was 
fraught  with  trial,  error  and  change.  Some  physicians  wanted 
more  frequent  visits  than  others,  and  some  turned  out  not  to 
be  as  eager  as  was  initially  indicated.  As  the  itinerary  un- 
folded, the  physicians  all  would  get  copies  of  where  the  con- 
sultant would  be  at  all  times  and  had  access  to  him  at  the 
various  places  by  telephone.  We  felt  that  the  continuity  and 
the  availability  of  the  process  was  essential. 

Those  who  were  reticent  received  visits  by  the  consultant, 
much  in  the  same  manner  as  a  drug  detail  man  without  the 
hard  sell.  They  were  visited  on  a  regular  basis  for  just  a  short 
"hello,"  and  they  were  reminded  that  the  consultant  was  in 
the  area  and  still  available.  This  allowed  several  of  the  physi- 
cians to  become  involved  a  little  at  a  time  but  worked  very 
well  to  pull  in  those  that  had  any  reticence  at  all.  The  visits 
with  the  physicians  now  occur  in  almost  every  setting  imagin- 
able— hospital,  home,  the  office,  or  on  house  calls. 

We  have  no  desire  to  reconstruct  the  physicians  nor  to 
create  junior  psychiatrists.  We  wanted,  rather,  to  utilize  their 
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skills  and  knowledge  and  enhance  these  inasmuch  as  the 
physician  is  already  comfortable  with  his  techniques,  which 
oftentimes  includes  concrete,  specific  action  and  a  relatively 
more  direct  approach. 

We  began  by  following  the  lead  of  the  physicians,  making 
it  clear  that  we  were  not  going  to  provide  direct  patient 
service.  In  spite  of  this,  the  early  interviews  were  marked  by 
offices  full  of  folders  and  patients  that  had  been  prepared  to 
see  the  psychiatrist.  From  the  beginning  some  of  these 
patients  were  seen,  always  with  the  physician,  and  even  now 
at  times  when  something  comes  up  that  seems  new  or  differ- 
ent, patients  may  still  be  seen  in  a  joint  manner.  There  seemed 
to  be  a  shift  from  the  first  group  of  patients  who  were  pre- 
sented and  who  seemed  to  have  discrete  psychiatric  problems 
moving  quickly  to  a  group  of  patients  with  chronic  and  mul- 
tiple complaints.  It  was  obvious  that  this  latter  group  was 
causing  physicians  many  guilt  feelings.  When  the  physicians 
were  supported  and  these  feelings  were  worked  through,  the 
physicians  became  much  more  comfortable,  even  setting  up 
regular  appointments  with  these  patients  whom  they  had 
treated  in  a  fluctuating  manner.  Physicians  reported  to  us  that 
the  multiplicity  of  complaints  in  these  patients  diminished  to 
a  surprising  degree,  and  the  physicians  were  better  able  to 
accept  these  patients. 

Following  this  phase,  the  physicians  became  somewhat  ex- 
ploratory in  using  their  new  knowledge.  This  was  marked  by 
initial  successes,  oftentimes  surrounding  concrete  things  the 
physicians  were  able  to  do,  such  as  is  involved  in  the  use  of 
drugs.  These  successes  reinforced  the  relationship  with  the 
consultant.  However,  this  led  to  a  further  evolution  in  the 
physicians'  development  with  several  of  them  becoming  rather 
daring  and  almost  aggressive  to  the  point  of  keeping  patients 
out  of  the  hospital  when  they  had  problems,  which  in  the 
educational  context,  would  have  suggested  hospitalization. 
Much  of  this  abated,  and  most  of  the  physicians  moved  into  a 
final,  more  productive,  interdependent  exchange  which  con- 
tinued on  through  the  project. 

The  content  of  the  exchange  was  direct  case  oriented  at  the 
beginning,  but  soon  ample  opportunities  occurred  to  move 
understanding  of  the  "goings-on."  We  felt  it  important  to 
examine  and  understand  instances  where  the  physicians  had 
handled  a  case  well,  as  well  as  instances  where  they  were  hav- 
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ing  difficulty.  By  doing  this,  the  physicians  began  to  recognize 
that  there  were  things  that  they  were  doing  with  some 
patients  that  they  could  generalize  and  do  with  other  patients 
who  were  giving  them  problems. 

We  approached  evaluation  rather  timorously  and  with  men- 
tal rationalizations  regarding  the  difficulties  we  expectedly 
would  have  to  demonstrate  anything.  We  feel  at  this  point 
that  it  is  essential  that  these  types  of  projects  have  evaluation 
built  into  them  at  the  beginning.  We  were  quite  surprised 
at  what  we  found. 

Questionnaires  involving  attitudes,  because  they  were  done 
late  in  the  project,  cannot  be  considered  too  valuable;  how- 
ever, they  showed  positive  changes  in  reference  to  psychiatry, 
psychiatrists,  psychological  problems  and  physician  willing- 
ness to  treat  psychiatric  problems. 

Admissions  to  local  hospitals  went  from  a  minimal  per- 
centage to  as  much  as  30  percent  for  admissions  for  psychia- 
tric reasons. 

Since  the  state  hospital  was  the  only  resource  in  the  area 
when  the  project  began,  we  thought  that  we  ought  to  look 
at  the  figures  there.  These  are  very  recent  and  do  not  embrace 
a  long  enough  time  span  to  form  any  real  definite  patterns  or 
conclusions.  We  feel  we  must  be  very  cautious  in  considering 
what  seems  to  be  shown. 

In  looking  at  figures  we  compared  the  project  area  with 
two  other  areas.  One  was  an  adjacent  similar  area  also  with- 
out mental  health  resources,  and  the  other  was  an  area  which 
had  mental  health  clinics  in  each  of  the  counties. 

During  the  project's  life  the  state  hospital  began  admitting 
alcoholics,  since  state  hospital  policies  changed  to  allow  this 
in  all  our  hospitals  rather  than  to  only  two  as  had  previously 
been  the  case.  This  distorted  the  figures  somewhat.  With  alco- 
holics included  we  saw  increased  admissions  in  all  three  areas 
until  this  past  year  where  we  had  a  drop  in  admissions  from 
the  project  area.  The  project  area  also  experienced  the  small- 
est increase  while  state  hospital  admissions  were  increasing. 
The  area  without  any  mental  health  resources  had  the  highest 
admission  rates  and  increase. 

To  put  figures  in  a  slightly  better  perspective,  we  looked  at 
admissions  excluding  alcoholics.  In  the  project  area  admis- 
sions have  decreased  nearly  30  percent,  whereas  in  the  mental 
health  clinic  area  first  admissions  increased  approximately  42 
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percent,  while  the  area  without  resources  increased  15  per- 
cent. 

Readmissions  increased  in  all  three  areas,  but  increased  only 
13  percent  in  the  project  area,  while  the  mental  health  clinic 
area  showed  a  22  percent  increase,  and  the  area  with  no  re- 
sources showed  a  50  percent  increase. 

We  looked  at  the  diagnostic  groupings  and  we  found  that 
the  two  groups  which  had  benefitted  the  most  were  the  brain 
syndrome  groups  and  patients  60  and  over  and  the  schizo- 
phrenic group. 

The  project  has  been  a  continuous  learning  experience  for 
the  consultant  and  has  been  mutually  educational  in  the 
consultant-consultee  relationship.  The  project  initially  began 
with  a  focus  on  a  rural  area,  and  we  have  questions  regarding 
its  value  in  an  urban  area.  We  plan  to  begin  a  similar  project 
in  one  of  our  east  coast  cities  in  July.  We  have  many  questions 
regarding  the  differences  we  may  find,  in  view  of  some  past 
generalizations  regarding  physicians  in  urban  settings  versus 
physicians  in  rural  settings. 

Three  of  our  community  mental  health  centers  already  have 
incorporated  this  procedure  and  are  setting  aside  time  for 
physician  consultation  as  a  result  of  this  project. 


A  Study  of  the  Effects  of  Aftercare  Psychiatric 
Contact  on  Time  Out  of  Hospital  Interval* 


Charles  Pettus,  M.S.\  Lacoe  Alltop,  B.S.,  B.A.-, 
Victoria  King,  B.S.',  Mabel  Scarboro' 


Introduction 


X.  he  study  presented  in  this  paper  was  originally  designed 
as  a  pilot  project  which  could  serve  as  a  model  for  future 
studies  of  a  similar  nature  and  as  a  basis  for  further  expan- 
sion of  available  analytical  information  dealing  with  the  effec- 
tiveness of  aftercare  facilities  within  the  North  Carolina 
psychiatric  system.  It  was  felt  that  one  criterion  of  the  effec- 
tiveness of  aftercare  service  could  be  represented  by  the  length 
of  time  out  of  the  hospital  between  discharge  and  readmission 
to  a  mental  hospital  or  other  inpatient  psychiatric  facility, 
i.e.  those  patients  receiving  treatment  will  remain  out  of  the 
hospital  longer  than  those  who  make  no  contact  with  an  after- 
care facility.  It  was  further  hypothesized  that  clinical  or 
psychiatric  contact  would  also  operate  in  conjunction  with 
other  variables,  such  as  race  and  sex  and  diagnosis,  in  prolong- 
ing the  interim  between  hospitalizations. 

This  schema  lends  itself  to  the  statistical  technique  of 
analysis  of  variance,  which  will  point  out  which  variables  in 
fact  do  contribute  significantly  to  the  variation  in  the  length 
of  time  out  of  the  hospital  and  which  interact  together  to  con- 
tribute significant  variation.  It  was  hoped  that  once  these  vari- 
ables are  isolated  the  findings  would  aid  aftercare  clinics  in 
organizing  their  programs  such  that  the  mean  time  out  of 
the  hospital  could  be  extended  for  at  least  some  segment  of 
the  patient  population. 

Statistical  Methodology 

In  an  attempt  to  answer  some  questions  about  the  out- 
patient behavior  of  the  mentally  ill  in  general,  and  to  help 
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answer  some  specific  questions  posed  to  the  Division  of  Sta- 
tistics concerning-  the  effectiveness  of  mental  health  and  after- 
care facilities  in  certain  areas,  it  was  decided  to  investigate 
the  most  up-to-date  hospital  readmission  population  available 
for  all  state  mental  hospitals,  rather  than  concentrate  on  the 
activities  of  a  single  aftercare  clinic.  This  approach  would 
make  all  findings  applicable  on  a  statewide  basis.  And  finally, 
two  periods  of  time  were  considered  to  be  of  crucial  interest 
in  this  connection:  (1)  time  spent  in  the  hospital  during  the 
admission  as  an  inpatient  prior  to  the  1963-64  readmission 
date  selected  for  study,  and  (2)  time  spent  out  of  the  hospital 
between  these  two  admissions. 

Total  readmissions  (N=4,948)  for  the  fiscal  year  1963-64  to 
the  four  state  mental  hospitals  (Umstead,  Dix,  Cherry, 
Broughton)  constituted  the  population  studied.  In  examining 
the  entire  population,  a  readmission  was  considered  to  include 
those  patients  who  had  at  least  one  other  inpatient  hospitali- 
zation in  some  psychiatric  facility  prior  to  their  1963-64  re- 
admission. The  readmissions  were  then  sorted  by  race  and 
sex,  diagnosis,  and  contact  with  some  aftercare  service  during 
their  time  out  of  the  hospital  between  admissions.  The  com- 
plete breakdown  of  the  1963-64  readmissions  to  the  state 
mental  hospitals  can  be  found  in  tables  9  and  10.  The  break- 
down by  race  and  sex  is  found  in  Table  1. 

TABLE  1 

Frequency  Distribution  of  Readmissions  to  State  Mental  Hospitals,  by 
Race  and  Sex,  North  Carolina,  Fiscal  Year  1963-64. 


Whites 

Nonwhites 

Total 

Males 
Females 

Total 

2075 
2113 

4188 

384 
376 

760 

2459 
2489 

4948 

The  diagnostic  categories  used  in  this  study  are  based  on  a 
stratification  of  the  APA  codes  which  was  devised  by  Dr. 
Myron  G.  Sandifer,  at  that  time  Director  of  Research  in  the 
N.  C.  Department  of  Mental  Health.  The  population  break- 
down by  race  and  diagnosis  can  be  found  in  Table  2.  In  this 
breakdown,  large  differences  can  be  noted  between  the  fre- 
quencies of  the  two  races. 
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TABLE  2 

Frequency  Distribution  of  Readmissions  to  State  Mental  Hospitals,  by 
Race  and  Diagnosis,  North  Carolina,  Fiscal  Year  1963-64. 


Diagnosis 

APA  Codes 

Whites 

Nonwhites  Total 

1. 

Brain  Disorders 

00,  01,  except 
021,  022,  130, 
and  131 

314 

75 

389 

2. 

Schizophrenia  and 
Paranoid  Reaction 

22,  23,  202 

1148 

511 

1659 

3. 

Depressive  Reaction 

201,  211,  213, 

405,  200 

860 

24 

884 

4. 

Other  Psychotic 
Reaction 

210,  212,  240 

213 

20 

233 

5. 

Alcoholism  and 
Drug  Addiction 

523,  524,  021, 
022,  130,  131 

1005 

74 

1079 

6. 

7. 

Non-Psychotic 
Reaction 

All  Other 

30,  40,  50, 
except  405, 
523,  524 

425 
223 

14 
42 

439 
265 

Total 

4188 

760 

4948 

The  population  was  further  stratified  as  to  whether  or  not 
a  patient  had  made  contact  with  some  type  of  psychiatric 
aftercare  service.  This  breakdown  can  be  found  in  Table  3. 
The  nature  of  prior  contact  as  a  psychiatric  outpatient  may 
include  (1)  no  contact  at  all,  (2)  some  contact  with  an  after- 
care clinic,  a  mental  health  clinic,  any  other  clinic,  a  private 
psychiatrist,  or  any  combination  of  these  services,  and  (3)  the 
nature  of  contact  if  any  may  be  unknown.  Thus,  three  con- 
densed categories  were  used:  Some,  none  and  unknown.  Note 
nothing  is  said  in  this  study  about  length  of  treatment  or  type 
of  treatment  received  as  an  outpatient  in  aftercare.  This  in- 
formation is  not  at  present  available,  especially  in  the  case  of 
those  patients  who  contacted  other  than  state  psychiatric 
facilities,  e.g.  private  psychiatrists  or  private  clinics.  Large 
discrepancies  can  still  be  noted  between  the  races. 

TABLE  3 


Frequency  Distribution  of  Readmissions  to  State  Mental  Hospitals,  by 
Race  and  Aftercare  Received,  North  Carolina,  Fiscal  Year  1963-64. 

Aftercare  Received                         Whites 

Nonwhites 

Total 

Some                                                      996 

None                                                    2869 

Unknown                                                 323 

Total                                            4188 

45 
699 

16 
760 

1041 

3568 

339 

4948 

The  following  percentage  distributions  show  the  percentage 
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relationship  of  aftercare  service  received  to  race  and  diagnosis 
(Table  4). 

TABLE  4 

Percentage  Distributions  of  Readmissions  to  State  Mental  Hospitals, 
Receiving  Aftercare  Service  Prior  to  Admission,  by  Race  and  Diagnosis, 
North  Carolina,  Fiscal  Year  1963-64. 


Whites 

Nonwhites 

Diagnosis 

(N=4188) 

(N= 

=760) 

Some 

None    Unknown 

Some 

None  Unknown 

1. 

Brain  Disorders 

1.3 

5.6 

.5 

.3 

9.5 

.1 

2. 

Schizophrenia    and 
Paranoid  Reaction 

8.1 

17.0 

2.3 

3.5 

62.1 

1.6 

3. 

Depressive  Reaction 

6.3 

13.2 

1.0 

.8 

2.4 

— 

4. 

Other   Psychotic 
Reaction 

1.2 

3.5 

.4 

.5 

2.1 

— 

5. 

Alcoholism  and 
Drug  Addiction 

2.3 

19.2 

2.5 

.3 

9.5 

— 

6. 

Non  Psychotic 
Reaction 

3.0 

6.6 

.5 

.4 

1.4 

— 

7. 

All   Other 

1.5 

3.3 

.5 

.1 

5.0 

.4 

Totals  100% 

23.7 

68.4 

7.7 

5.9 

92.0 

2.1 

The  percentages  were  calculated  by  race,  rather  than  on  total 
readmissions.  Of  all  whites  readmitted  to  the  state  mental 
hospitals,  nearly  one-fourth  had  received  some  type  of  after- 
care service  prior  to  readmission;  whereas,  only  5.9  per  cent 
of  all  nonwhites  had  received  similar  treatment.  Whites  and 
nonwhites,  diagnosed  with  schizophrenia  or  paranoid  reaction, 
make  the  greatest  percentage  contact  with  aftercare  facilities, 
and  represent  8.1  per  cent  and  3.5  per  cent  of  their  respective 
populations.  In  both  instances,  however,  this  diagnostic  group 
represents  the  largest  portion  of  the  total  population.  Of  addi- 
tional interest  is  the  percentage  discrepancy  between  races  m 
the  "none"  category.  Whites  received  no  aftercare  service  in 
68.4  per  cent  of  all  cases;  whereas,  the  nonwhites  received 
virtually  no  service,  with  at  least  92.2  per  cent  of  all  cases  not 
being  handled  by  an  aftercare  facility. 

In  order  to  ascertain  whether  in  fact  it  would  be  worthwhile 
to  pursue  an  analysis  of  the  nonwhite  population  in  its  move- 
ment through  psychiatric  outpatient  services,  a  preliminary 
analysis  of  variance  was  done  on  the  total  readmission  popu- 
lation, using  the  classifications  of  race  and  diagnosis,  as  to 
those  patients  who  did  or  did  not  make  use  of  aftercare  serv- 
ices. Diagnostic  group  seven  (mental  deficiencies,  diagnosis 
unknown,  and  with  no  psychiatric  disorder  found)  and  the 
treatment  group  "unknown"  were  removed  from  the  popula- 
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tion  prior  to  analysis.  The  method  described  in  the  paper 
"Addition  Theorem  and  Analysis  of  Variance  in  the  Case  of 
Correlated  Nominal  Variates"  as  developed  by  Dr.  C.  Horace 
Hamilton,  Department  of  Rural  Sociology,  North  Carolina 
State  University  at  Raleigh,  was  used  in  this  instance  because 
of  the  uneven  distribution  of  the  population  in  the  two-way 
classification. 

From  Table  4,  it  can  be  seen  that  race  and  diagnoses,  as 
main  factors,  contribute  significantly  to  the  variance  in  after- 
care contact  in  the  1963-64  readmission  population.  There  is 
no  significant  interaction  between  race  and  diagnosis  as  to 
whether  a  patient  will  be  seen  in  an  aftercare  facility;  how- 
ever, there  is  a  significant  correlation  between  the  two  in 
determining  the  probability  of  aftercare  treatment  of  some 
type.  Thus,  it  would  appear  that  race  and  diagnosis  are  pure 
sources  of  variation,  and  in  the  case  of  race,  the  white  popu- 
lation differs  significantly  from  the  nonwhites,  as  to  whether 

TABLE  5 

An  Analj'sis  of  Variance  on  Readmission  to  State  Mental  Hospitals,  by 
Race  and  Diagnosis,  as  to  the  Probability  of  Receiving  Aftercare  Service, 
North  Carolina,  Fiscal  Year  1963-64. 


Source  of 

Sum  of 

Degrees  of 

Mean 

Variation 

Squares 

Freedom 

Square 

F-Ratio 

Total 

792.91 

5184 

.1530 

Race  and  Diagnosis 

40.37 

11 

3.6703 

Race  Net 

26.57 

1 

26.5721 

18.2752** 

Diagnosis  Net 

7.99 

5 

1.5974 

10.9862** 

Interaction 

.84 

5 

.1688 

1.1609 

Correlation 

4.97 

5 

.9941 

6.8370** 

Error 

752.53 

5173 

.1454 

**  F-Ratio  is  significant  at  the  .01  level 

a  patient  will  make  contact  with  an  aftercare  facility  while 
out  of  the  hospital.  In  addition,  there  was  an  insufficient  num- 
ber of  nonwhites  receiving  outpatient  psychiatric  care  when 
classified  by  diagnosis  from  which  to  select  a  random  sample 
and  to  which  to  apply  traditional  statistical  methods  of  analy- 
sis. On  the  basis  of  these  findings,  the  nonwhite  population 
was  omitted  from  this  study  with  the  presupposition  that  it 
differs  radically  from  the  white  population  in  its  aftercare  be- 
havior patterns. 

A  random  sample,  using  tables  of  random  numbers,  (n=10), 
was  selected  from  each  of  the  24  sex-diagnosis-aftercare  serv- 
ice classifications  (total  sample  =  240)  in  order  to  complete 
the  worksheet  for  an  analysis  of  variance  on  the  time  out  of 
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hospital  interval  between  the  individual  1963-64  readmission 
date  being  used  and  the  most  previous  discharge  date  in  the 
case  of  direct  discharge  and  the  most  recent  date  of  being 
placed  on  trial  visit  or  probation  in  the  case  of  indirect  dis- 
charge. In  addition,  the  term  "readmission"  was  somewhat 
modified  in  order  that  information  could  be  readily  obtained 
from  the  patients'  folders  in  the  hospitals.  A  readmission  was 
used  only  if  the  patient  had  previously  been  in  one  of  the  four 
North  Carolina  state  mental  hospitals,  or  at  the  Alcoholic  Re- 
habilitation Center.  Several  previously  selected  cases  were  thus 
rejected  from  the  sample  on  the  basis  of  being  a  first  admis- 
sion to  the  state  system.  In  addition,  for  various  other  reasons, 
e.g.  inability  to  locate  folders  and  disagreement  concerning 
patient  aftercare  between  the  folder  and  the  information  on 
hand,  several  other  cases  had  to  be  rejected  from  the  sample. 
Another  random  sample  was  selected  from  the  population  to 
secure  randomly  selected  replacements  for  all  rejects. 

After  securing  individual  source  documents  on  each  subject, 
the  time  out  of  the  hospital  interval  was  computed  in  days.  It 
was  decided  that  July  1,  1960,  would  serve  as  the  cut-off  date 
because  mental  health  and  aftercare  clinics  did  not  become 
strongly  operative  in  North  Carolina  until  that  date,  and  any 
patient  would  have  found  it  difl^icult  to  obtain  outpatient  psy- 
chiatric help  from  other  than  a  private  psychiatrist. 

An  analysis  of  variance  using  sex,  diagnosis  and  contact 
with  an  outpatient  facility  during  the  time  out  of  the  hospital 
interval  being  studied  was  completed  to  determine  significant 
sources  of  variation  in  the  sample.  As  a  point  of  interest,  it 
was  decided  to  do  another  analysis  of  variance,  using  the  same 
variables,  on  the  previous  time  in  the  hospital  interval. 
Finally,  a  scatter  plot  using  time  in  the  hospital  against  time 
out  of  the  hospital  was  drawn  up  to  determine  if  a  correlation 
between  the  two  variables  might  be  present.  From  the  plot  it 
appeared  there  might  be  some  correlation  when  the  time  in 
the  hospital  was  100  days  or  less  and  when  the  time  out  of 
hospital  was  400  days  or  less.  Thus,  a  correlation  coefficient 
was  computed  for  the  total  sample,  and  for  diagnostic  groups 
one   (Brain  Disorders)   and  two    (Depressive  Reaction). 

Analysis 

In  Table  5  is  located  the  mean  time  out  of  the  hospital  for 
each  treatment-sex-diagnosis  category.  With  preliminary  in- 
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spection,  large  variations  were  noted  in  several  categories. 
For  example,  in  the  Personality  Disorder  (Non-Psychotic  Re- 
action) diagnostic  group,  white  females  who  received  after- 
care service  spent  from  five  to  1428  days  out  of  the  hospital, 
cf.  Table  9.  It  is  interesting  to  note,  however,  in  Table  5,  that 
in  all  male  categories,  the  mean  time  out  of  the  hospital  was 
greater  for  those  who  had  made  no  contact  with  an  aftercare 
facihty  than  for  those  who  had  made  such  a  contact.  On  the 
other  hand,  in  all  but  two  female  groups,  i.e.  those  with  a 


TABLE  5 

Mean  Time  Out  of  the  Hospital  (Days),  by  Diagnosis,  Sex,  and  After- 
care Service  (n=10  in  each  cell) 


Diagnosis 

Some 

None 

Total 

Males 

Females 

Males 

Females 

1. 

Brain   Disorders 

377 

720 

620 

494 

553 

2. 

Schizophrenia    and 
Paranoid  Reaction 

587 

353 

629 

798 

592 

3. 

Depressive  Reaction 

402 

654 

590 

532 

545 

4. 

Other   Psychotic 
Reaction 

584 

683 

923 

408 

650 

5. 

Alcoholism  and 
Drug  Addiction 

343 

662 

603 

521 

532 

6. 

Non-Psychotic 
Reaction 

373 

442 

564 

697 

519 

Total  Mean  Time 

444 

586 

655 

575 

565 

diagnosis  of  schizophrenia,  paranoid  reaction,  or  a  non-psycho- 
tic reaction,  those  patients  who  had  aftercare  service  had  a 
larger  mean  time  out  of  the  hospital  than  did  those  who  had 
made  no  such  contact.  The  analysis  of  variance,  however, 
yielded  no  indication  of  significant  differences  among  the 
means  as  can  be  seen  from  Table  6.  These  findings  indicate 
that,  in  the  population  studied,  sex,  diagnosis  and  aftercare 
service  have  no  statistical  effect  on  prolonging  or  shortening 
the  mean  time  out  of  the  hospital  interval. 

In  view  of  the  large  variation,  an  analysis  of  variance  using 
a  logarithmic  transformation  was  performed  resulting  in  the 
same  conclusions  as  noted  in  Table  6. 

TABLE  6 

Analysis  of  Variance  on  the  Time  Out  of  Hospital  Interval  for  240 
Readmissions  to  State  Mental  Hospitals,  by  Sex,  Diagnosis,  and  After- 
care Service,  with  F-Ratios. 
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Source  of                                  Sum  of      Degrees  of 
Variation                                  Squares        Freedom 

Mean 
Square 

F-Ratio 

Main  Factors: 

Diagnosis                                    465,931 
Treatment                                  599,800 
Sex                                                   57,165 

Interaction  between  Pairs: 

Sex  and  Treatment                   733,942 
Diagnosis  and  Treatment      346,337 
Diagnosis  and  Sex                    838,941 

Interaction  of  All  Factors: 

Diagnosis,  Sex,  Treatment  1,815,459 

Residual  (Error)                     47,609,546 

Total                                  52,667,121 

5 
1 
1 

1 
5 
5 

5 
216 

239 

93,186 

599,800 

57,165 

733,942 
109,267 
167,788 

363,092 
220,415 

2.7212 

3.3298 

1.6473 

In  Table  7  is  located  the  mean  time  in  the  hospital  during  the 
most  recent  admission  prior  to  the  readmission  being  studied 
for  each  treatment-sex-diagnosis  category.  The  same  degree 

TABLE  7 

Mean  Time  In  the  Hospital   (Days),  by  Diagnosis,  Sex,  and  Aftercare 
Service,  (n=10  in  each  cell) 


Diagnosis 

Some 

None 

Total 

Males 

Females 

Males 

Females 

1. 

Brain  Disorders 

348 

336 

637 

117 

360 

2. 

Schizophrenia  and 
Paranoid  Reaction 

46 

88 

68 

246 

112 

3. 

Depressive    Reaction 

73 

34 

93 

57 

64 

4. 

Other  Psychotic 
Reaction 

67 

47 

45 

121 

70 

5. 

Alcoholism  and 
Drug  Addiction 

35 

92 

45 

46 

55 

6. 

Non-Psychotic 
Reaction 

66 

65 

43 

72 

62 

Total  Mean  Time 

106 

110 

155 

109 

120 

of  wide  variation  within  the  categories  was  not  noted,  as  was 
the  case  in  the  time  out  of  hospital  analysis;  however,  there 
are  no  obvious  patterns  into  which  the  categories  seem  to 
group,  as  was  seen  for  the  males  and  females  in  their  respec- 
tive mean  time  intervals  out  of  the  hospital. 

An  analysis  of  variance  revealed  that  the  mean  time  in  the 
hospital  for  this  readmission  population  was  significantly 
affected  by  diagnosis,  and  by  using  Duncan's  Multiple  Range,^ 
it  was  found  that  patients  in  diagnostic  group  one  (Brain 
Disorders)  could  be  expected  to  stay  in  the  hospital  a  signifi- 
cantly longer  period  of  time  than  patients  in  any  other  diag- 
nostic group.  There  were,  however,  no  significant  differences 
in  means  among  the  other  diagnostic  categories. 
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TABLE  8 

Analysis  of  Variance  on  the  Time  In  the  Hospital  Interval  for  240  Re- 
admissions  to  State  Mental  Hospitals,  by  Sex,  Diagnosis,  and  Aftercare 
Service,  with  F-Ratios. 


Source  of 
Variation 

Sum  of 
Squares 

Degrees  of 
Freedom 

Mean 
Square 

F-Ratio 

Main  Factors: 

Diagnosis                                  2,827,953 
Treatment                                    35,429 
Sex                                                24,725 

Interaction  between  Pairs: 

Sex  and  Treatment                   37,101 
Diagnosis  and  Treatment         73,735 
Diagnosis  and  Sex                   834,413 

Interaction  of  All  Factors: 

Diagnosis,  Sex,  Treatment     687,726 

Residual    (Error)                     42,397,193 

Total                                 52,667,121 

5 
1 

1 

1 
5 
5 

5 
216 

239 

565,591 
35,429 
24,725 

37,101 

14,747 

166,883 

137,545 
196,283 

2.8815* 

*  F-Ratio  is  significant  at  the  .05  level 

Finally,  no  significant  correlation  was  found  for  patients 
who  spent  400  days  or  less  out  of  the  hospital  and  100  days  or 
less  in  the  hospital  prior  to  last  discharge.  A  correlation  of 
+.28  was  found  in  diagnostic  group  three  (Depressive  Reac- 
tion), where  the  sample  size  was  19,  but  the  correlation  was 
not  found  to  be  significant  for  that  sample  size.  A  correlation 
of  — .28  was  found  in  group  one  (Brain  Disorders),  where 
n=17,  which  again  was  not  proven  significant  for  the  sample 
size. 

Conclusions  and  Discussion 

From  the  findings  of  this  study,  it  may  be  concluded  that 
contact  with  aftercare  facilities  will  not  necessarily  result  in 
a  longer  interim  out  of  the  hospital,  and  in  fact  such  contact 
may  result  in  a  shorter  period  out  of  the  hospital  as  is  evi- 
denced by  the  male  pattern  of  aftercare  behavior,  although 
this  pattern  was  not  found  to  be  significant  statistically  at  the 
.05  level.  At  least  three  hypotheses  can  be  generated  in  an 
attempt  to  explain  the  findings  of  this  study.  (1)  Patients  who 
are  more  seriously  disordered  are  more  likely  to  maintain 
psychiatric  contact  while  out  of  the  hospital,  and  in  addition, 
are  more  likely  to  return  or  be  committed  to  the  mental  hos- 
pital sooner.  Thus,  there  would  be  the  contradictory  efl^ect  of 
more  contact  with  the  aftercare  facilities  and  a  shorter  in- 
terim stay  out  of  the  hospital.  (2)  Aftercare  may  not  become 
really  eff^ective  for  any  diagnostic  category  until  after  a  mini- 
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mum  number  of  interviews  or  treatment  sessions  have  been 
completed.  This  factor  may  account  for  the  lack  of  significant 
differences  between  the  "some"  and  the  "none"  groups  in  this 
study,  as  no  restrictions  were  made  on  the  term  "some"  except 
that  the  patient  had  to  have  made  at  least  one  contact  with 
some  type  of  aftercare  service  during  his  stay  out  of  the 
hospital.  (3)  Patients  are  more  likely  to  seek  aftercare  service 
if  they  have  been  referred  to  such  a  service  by  their  attend- 
ing psychiatrist  while  in  the  hospital.  This  referral  process  is 
necessarily  a  selective  one,  because  of  the  limited  facilities  and 
personnel  available  in  North  Carolina  to  undertake  the  after- 
care treatment  of  hospital  discharges.  This  factor  of  selec- 
tivity may  determine  in  part  the  effectiveness  of  keeping 
patients  out  of  the  hospital  a  longer  or  shorter  period  of  time. 
If  patients  who  are  more  seriously  disordered  or  who  have 
poorer  prognoses  are  referred  more  often  to  aftercare,  as  was 
posed  in  the  first  hypothesis,  the  mean  time  out  of  the  hospital 
would  necessarily  be  shortened.  But  these  are  only  interesting 
questions  which,  as  yet,  have  not  been  studied  or  investigated 
by  the  Division  of  Statistics,  North  Carolina  Department  of 
Mental  Health.  However,  these  and  similar  questions,  might 
serve  as  guidelines  for  further  study  in  determining  the 
effectiveness  of  aftercare  clinics  in  prolonging  the  time  out  of 
hospital  interval. 

Time  in  the  hospital,  as  the  results  of  this  study  indicate,  is 
significantly  affected  by  the  one  variable  of  diagnosis.  How- 
ever, Brain  Disorders  is  the  only  catagorical  diagnostic  group 
which  is  differentiated  from  all  others,  in  that  these  patients 
can  be  expected  to  stay  in  the  hospital  a  significantly  longer 
period  of  time  (360  days  on  the  average,  as  opposed  to  the 
overall  mean  time  of  120  days  for  the  total  sample).  Also 
from  these  findings,  it  might  be  concluded  that  length  of  stay 
in  the  hospital  has  no  effect  on  determining  whether  a  patient 
will  make  contact  with  an  aftercare  facility  between  hospital 
admissions.  And  further,  the  length  of  time  in  the  hospital 
can  not  serve  as  a  significant  indicator  of  the  length  of  time 
a  patient  will  remain  out  of  the  hospital. 

Thus,  in  the  1963-64  white  readmission  population,  neither 
time  spent  in  the  hospital  nor  contact  with  aftercare  facilities 
seem  to  haves  any  effect  on  the  length  of  time  a  patient  spends 
out  of  the  hospital,  regardless  of  his  sex  or  diagnosis. 
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TABLE  9 

Frequency  Distribution  of  White  Readmissions  to  State  Mental  Hospi- 
tals, by  Diagnosis,  Sex  and  Aftercare  Service  Received,  North  Carolina, 
Fiscal  Year  1963-64. 


Diagnosis 

White  Males 

White  Females 

Total 

Un- 

Un- 

Some 

None 

known 

Some  None  known 

1. 

Brain   Disorders 

26 

116 

16 

32       117           7 

314 

2. 

Schizophrenia  and 
Paranoid  Reaction 

133 

291 

45 

205       423         51 

1148 

3. 

Depressive  Reaction 

84 

134 

13 

180       420         29 

860 

4. 

Other    Psychotic 
Reaction 

17 

59 

5 

34         87         11 

213 

5. 

Alcoholism    and 
Drug  Addiction 

55 

641 

81 

43       163         22 

1005 

G. 

Non-Psychotic 
Reaction 

53 

150 

15 

71       128           8 

425 

7. 

All  Other** 

28 

98 

15 

35         42           5 

223 

Total 

396 

1489 

190 

600     1380       133 

4288 

Includes  cases  where   (1)   the  diagnosis  is  unknown,   (2)    no   mental 
disorder  is  found,  (3)  the  patient  is  mentally  defective. 


TABLE  10 

Frequency  Distribution  of  Nonwhite  Readmissions  to  State  Mental  Hos- 
pitals, by  Diagnosis,  Sex  and  Aftercare  Service  Received,  North  Caro- 
lina, Fiscal  Year  1963-64. 


Diagnosis 

Nonwhite  Males 

Nonwhite  Females 

Total 

Un- 

Un- 

Some 

None 

known 

Some  None 

known 

1. 

Brain   Disorders 

2 

46 

1 

0 

26 

0 

75 

2. 

Schizophrenia  and 
Paranoid  Reaction 

10 

218 

4 

17 

254 

8 

511 

3. 

Depressive  Reaction 

4 

6 

0 

2 

12 

0 

24 

4. 

Other  Psychotic 
Reaction 

1 

2 

0 

3 

14 

0 

20 

5. 

Alcoholism  and 
Drug  Addiction 

1 

62 

0 

1 

10 

0 

74 

6. 

Non-Psychotic 
Reaction 

1 

5 

0 

2 

6 

0 

14 

7. 

All  Other** 

0 

19 

2 

1 

19 

1 

42 

Total 

19 

358 

7 

26 

341 

9 

760 

**  Includes  cases  where 
disorder  is  found,  (3) 


(1)    the  diagnosis   is  unknown,    (2)    no  mental 
the  patient  is  mentally  defective. 
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JL  he  geographic  unit  plan  is  a  rather  recent  innovation 
in  public  psychiatric  hospitals.  In  order  to  understand  its 
rationale,  it  is  necessary  to  look  at  the  more  traditional  or- 
ganization. In  general,  hospitals  were  organized  into  acute 
and  chronic  services.  Acute  or  admission  wards  were  rela- 
tively well  staffed  and,  frequently,  had  the  best  trained  per- 
sonnel assigned  to  them.  The  patient  coming  into  the  hospi- 
tal for  the  first  time  received  relatively  good  treatment  in  the 
sense  that  he  was  seen  by  and  talked  with  professional  staff. 
He  was  not  treated  in  a  warm,  personal  manner  as  a  rule.  The 
function  of  an  admission  service  is  largely  that  of  diagnosis 
and  rapid  treatment  so  most  staff  looked  upon  the  patient  as 
an  interesting  problem  more  than  as  a  person  to  be  helped. 

If  the  patient  showed  rapid  improvement,  he  would  leave 
with  a  relatively  good  feeling  toward  the  hospital.  On  the 
other  hand,  if  he  did  not,  he  would  be  transferred  to  a  ward 
of  "chronic  patients"  for  continued  treatment.  This  ward  was 
often  a  shocking  contrast  with  the  first.  The  patients  looked 
sicker  and  more  hopeless.  Most  had  been  there  for  years.  Staff 
was  fewer  and  doctors  rarely  seen  for  individual  contact.  The 
ward  was  often  far  less  attractive.  The  patient,  looking  around 
himself,  could  not  avoid  feeling  a  sense  of  personal  failure  and 
of  hopelessness.  If  the  patient  became  sicker,  or  failed  to  show 
any  improvement,  he  would  again  be  transferred  and  some- 
times to  a  ward  of  patients  who  had  the  same  problems  as 
he.  Thus,  most  hospitals  had  a  ward  of  "soilers",  or  chronic 
assaultive  patients,  of  regressed  patients,  etc.  Each  step  down- 
ward on  this  ladder  was  accompanied  by  increased  feelings 
of  rejection,  hopelessness,  and  anger.  These  feelings  were 
often  matched  by  staff  attitudes  on  the  wards.  In  general,  the 
"worse"  the  ward,  the  poorer  staff  morale  was  likely  to  be.  In 
addition,  each  change  of  ward  meant  that  the  patient  had  to 
deal  with  an  entirely  new  set  of  staff.  Staff  had  to  continu- 
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OLisly  deal  with  new  patients  also  but  knew  that  if  the  patient 
failed  to  adjust  he  could  be  "demoted"  again.  None  of  these 
features  assisted  in  establishing  good  treatment  and  most 
militated  against  it. 

The  unit  system,  in  contrast,  has  certain  advantages.  In 
order  to  make  it  effective,  good  staff  are  still  needed  but  it 
becomes  easier  to  develop  and  maintain  an  adequate  treatment 
program.  The  patient  will  have  the  same  professional  staff 
throughout  his  hospitalization  regardless  of  how  long  or  short 
it  might  be.  It  is  likely  that  staff  and  patients  will  learn  to 
know  each  other  better  and  that  the  treatment  program  will 
become  warmer  and  more  human.  Since  staff  cannot  transfer 
patients  to  "back-ward,"  they  are  likely  to  try  their  best  to 
help  the  patient.  The  final  authority  for  unit  policy  is  the 
director  and  he  is  a  much  less  remote  figure  than  the  hospital 
superintendent.  Communication  and  the  development  of  close 
relationships  are  much  more  easy  in  a  small  group  of  staff 
as  against  a  large  group.  Communication  with  the  community 
is  more  feasible  if  your  patients  come  from  a  restricted  area 
as  opposed  to  a  fifteen  county  area.  Thus,  there  is  the  poten- 
tiality that  practical  and  realistic  treatment  programs  can  be 
established  when  patient,  hospital  staff,  and  community  are 
placed  in  close  contact  with  each  other. 

In  August  1964  an  experimental  geographic  unit  was  estab- 
lished at  the  John  Umstead  Hospital  to  serve  patients  of  Dur- 
ham County.  The  initial  unit  was  expanded  through  the 
approval  of  a  Hospital  Improvement  Project,  which  made 
possible  the  opening  of  a  Day  Care  Center  in  the  City  of  Dur- 
ham. The  results  of  the  initial  phase  were  encouraging  and 
following  adequate  preparation  of  the  staff,  John  Umstead 
Hospital  was  reorganized  along  the  geographic  unit  plan  with 
each  unit  serving  one  or  more  counties.  While  the  medical 
and  nursing  care  units  continued  to  be  centralized  in  one  area 
of  the  hospital,  functionally  the  medical  and  geriatric  services 
were  decentralized  with  close  working  relations  between  these 
areas  and  the  geographic  units  they  were  serving.  The  only 
three  units  that  continued  to  be  centralized,  serving  patients 
from  all  hospital  areas — were  the  adolescent  service,  the  con- 
valescent house  and  the  surgery  ward. 

This  attitude  survey  was  aimed  at  obtaining  some  objective 
measure  of  the  reaction  of  the  staff  to  the  beginning  of  the 
geographic  unit  plan.  In  individual  and  group  meetings  with 
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the  staff,  the  impression  was  gained  that  attitudes  have  been 
quite  favorable  but  it  was  felt  that  a  more  objective  evalua- 
tion was  desirable. 

Method  and  Procedure: 

An  attitude  questionnaire*  was  administered  to  450  em- 
ployees in  the  treatment  and  rehabilitative  departments  of  the 
hospital  and  341  replies  were  received.  While  the  major  items 
in  the  survey  related  to  the  geographic  unit  system,  a  number 
of  questions  were  included  to  explore  as  much  as  possible  the 
effect  of  other  changes  that  took  place  close  to  the  time  the 
unit  system  was  being  started.  In  July  1963  the  laws  of  North 
Carolina  were  revised  to  allow  the  admission  of  alcoholic 
patients  to  all  state  psychiatric  hospitals.  Previous  to  that 
time,  alcoholic  patients  were  admitted  to  two  of  the  four.  As  a 
result  of  the  Supreme  Court  decision  regarding  desegregation, 
a  new  regionalization  plan  was  adopted  by  the  North  Caro- 
lina State  Board  of  Mental  Health.  At  the  same  time,  as  an 
effort  to  implement  this  regionalization,  transfers  of  patients 
to  the  appropriate  regional  hospital  were  begun.  It  should  be 
noted  that  the  major  items  in  the  questionnaire,  however,  were 
aimed  at  examining  the  attitudes  of  the  employees  towards 
the  reorganization,  particularly  as  it  affects  their  role  percep- 
tion and  its  effect  on  the  treatment  of  the  patient. 

It  should  be  emphasized  that  a  reorganization  of  such  mag- 
nitude involves  a  multiplicity  of  changes  affecting  the  total 
hospital  operation.  The  decentralization  of  authority,  encour- 
agement of  team  work  in  patient  care  and  continuity  of  care 
for  the  psychiatric  patient,  and  a  redefinition  of  the  role  of 
team  members  as  it  relates  to  their  traditional  department 
head  and  the  unit  director  are  some  of  the  major  changes  that 
have  taken  place.  The  difficulty  of  isolating  those  attitudes 
that  relate  specifically  to  the  unit  system  is  apparent ;  further- 
more it  also  should  be  recognized  that  the  attitude  survey  in 
itself  is  rather  limited  as  far  as  the  results  are  concerned. 

The  questionnaire  was  distributed  with  the  pay  check  and 
the  employees  were  asked  to  complete  it  and  turn  it  in  to  a 
designated  area  in  the  hospital.  The  questionnaires  were  then 


*  The  attitude  questionnaire  consisted  of  38  multiple  choice  items  and 
three  open  ended  questions.  The  authors,  with  the  assistance  of  Paul 
Fiddleman,  Ph.D.,  attempted  to  construct  items  which  reflected  the  pri- 
mary advantages  and  disadvantages  of  the  unit  system  as  compared  with 
the  previous  hospital  organization, 
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sent  to  the  Division  of  Statistics  of  the  Department  of  Mental 
Health  where  the  tabulations  were  completed.  Employees  were 
asked  not  to  sign  their  name  to  the  questionnaire,  with  the 
hope  that  this  anonymity  would  result  in  maximum  frankness. 
Employees  were  asked  to  identify  their  occupation,  sex,  age, 
and  length  of  employment  for  the  purpose  of  further  analysis 
of  data. 

Results: 

Results  are  presented  in  a  narrative  style  to  facilitate  com- 
munication. A  complete  tabulation  of  results  is  available  from 
the  Psychology  Service  upon  request.  These  were  compiled  by 
the  Division  of  Statistics,  State  Department  of  Mental  Health, 
We  wish  to  thank  Mr.  Lacoe  Alltop,  acting  director,  for  his 
assistance. 

A.     General  Attitudes: 

Mental  hospitals  have  been  traditionally  conservative  and 
any  change  in  administrative  structure  is  usually  opposed. 
Even  with  preparatory  meetings  among  all  personnel,  only 
37%  had  an  initial  favorable  reaction  to  the  unit  system  while 
50%  were  undecided.  After  5  months  of  actual  experience 
with  the  change,  81%  had  a  favorable  reaction  and  only  12% 
were  opposed.  Considering  the  many  difficulties  imposed  by 
the  change,  this  is  a  remarkable  result.  It  is  even  more  re- 
markable that  those  who  oppose  or  who  are  undecided  at 
present  show  considerable  optimism  for  the  future.  The  major 
difficulty  with  the  unit  system  is  its  decentralization  and  the 
consequent  need  for  more  equipment  and  staff.  (These  needs 
have  always  existed  but  the  unit  system  makes  them  obvious 
to  all.)  The  employees  overwhelmingly  endorse  the  future  of 
the  unit  system  "if  equipment  and  staff  shortages  can  be 
solved";  87%  say  the  system  will  be  "good  for  patients"  and 
91%  say  it  will  make  the  hospital  "a  better  place  to  work." 
Only  3%  feel  that  employees  will  continue  to  oppose  the 
change. 

As  indicated  above,  a  change  to  the  unit  system  involves 
many  adjustments.  The  major  purpose  is  to  improve  the  treat- 
ment program  and  the  first  step  in  the  process  is  to  bring 
staff  into  closer  contact  with  patients.  Forty-live  percent  of 
employees  indicate  they  spend  more  time  with  patients  now 
and  only  157c  spend  less  time.  Thus  there  is  a  gain  in  em- 
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ployee  man-hours.  This  might  be  at  a  cost  in  morale.  Thirty- 
six  percent  of  the  employees  are  "expected  to  do  more  work" 
and  41%  "have  been  given  more  responsibility."  In  terms  of 
responsibility,  only  8  %  feel  that  they  have  too  much  but  70  % 
appear  to  feel  that  a  greater  amount  of  work  should  result  in 
greater  pay.  Thus,  for  the  unit  system  to  maintain  maximum 
momentum,  it  might  be  necessary  to  upgrade  some  employees, 
according  to  the  contribution  they  are  making  to  the  hospital 
treatment  program. 

B.  Problems: 

Aside  from  the  desirability  of  any  reorganization,  a  certain 
amount  of  disorganization  results.  Our  employees  recognize 
this.  Sixty-two  percent  feel  that  the  unit  system  has  created 
many  new  problems  but  only  18%  take  the  more  extreme  view 
that  "everything  has  been  disorganized."  Only  10%  feel  that 
the  change  has  been  bad  for  ward  discipline  and  only  6%  say 
that  patients  are  causing  more  trouble  than  before.  Despite 
these  initial  difficulties  only  1%  of  employees  feel  that  the 
unit  system  will  not  work  in  this  hospital  while  80%  feel 
that  it  will. 

C.  Team  Relationships : 

One  of  the  desirable  effects  of  the  unit  system  is  to  cut 
across  the  sharp  division  between  clinical  and  administrative 
functions.  Within  the  unit  system,  most  of  the  staff  work 
directly  with  patients  and  this  includes  the  unit  director.  More 
communication  between  levels  becomes  immediately  necessary. 

Sixty-eight  percent  of  staff  now  spend  more  time  in  meet- 
ings than  before.  Since  time  spent  in  meetings  obviously  sub- 
tracts from  time  spent  with  patients,  it  may  seem  undesirable, 
but  it  is  comforting  that  three  times  as  many  staff  spend  more 
time  with  patients  than  those  who  spend  less  time  (above). 
But  what  of  the  worth  of  all  these  meetings?  Seventy-four 
percent  of  the  staff  feel  that  they  "improve  patient  care." 
Sixty-three  percent  feel  that  they  are  "more  a  part  of  a  team" 
than  before.  Fifty  percent  feel  they  understand  patients  bet- 
ter. In  general,  it  seems  that  both  the  patients  and  the  staff 
have  benefited  from  the  change.  Apparently  the  additional 
time  spent  in  meetings  and  with  patients  was  "lost  time"  pre- 
viously. 

It  is  ultimately  desirable  that  each  of  the  six  geographic 
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units  develop  its  own  treatment  objectives,  philosophies,  and 
methods.  These  might  be  different  from  each  other  but  each 
should  reach  a  uniform  high  standard.  To  what  extent  has 
this  been  realized?  Seventy-two  percent  of  unit  workers  feel 
"proud  of  what  they  have  accomplished"  and  46%  feel  that 
their  unit  works  better  than  most  others. 

D.  Patient  Care: 

The  goal  of  this  reorganization  is  to  promote  better  treat- 
ment of  patients  through  a  more  individualized  program, 
through  greater  attention  to  patients,  through  better  com- 
munication, and  through  better  attitudes  among  staff.  State 
hospitals  have  previously  been  characterized  by  hopeless  atti- 
tudes on  the  part  of  both  patients  and  staff.  It  is  very  encour- 
aging that  98%  of  our  staff  disagree  with  the  item,  "it  is 
foolish  to  waste  time  and  money  trying  to  help  patients  in 
this  hospital."  As  discussed  above,  staff  is  giving  more  time 
directly  to  patients  and  spending  more  time  discussing  the 
patients.  In  addition,  the  general  feeling  is  that  patients  are 
receiving  better  care  now  and  will  get  better  treatment  in  the 
future. 

E.  Transfer  of  Negro  Patients: 

As  an  eventual  result  of  the  Supreme  Court  decision  re- 
garding integration,  many  Negro  patients  were  transferred 
to  this  predominantly  white  institution  at  the  same  time  that 
the  unit  system  was  begun.  In  addition  to  the  problems  im- 
posed upon  the  hospital  treatment  program,  this  required  the 
employees  to  make  an  additional  emotional  adjustment.  It  was 
natural  that  many  employees  connected  the  unit  system  with 
integration.  The  attitude  survey  indicates  that  18%  of  the 
staff  believe  that  integration  is  part  of  the  unit  system  while 
68%  correctly  assume  that  it  came  about  because  of  the 
Supreme  Court  decision.  Some  patients  reacted  negatively  to 
integration  although  this  rarely  was  expressed  openly  or  in 
extreme  fashion.  Nevertheless,  the  change  did  impose  some 
very  concrete  problems  on  all  concerned.  Hospital  employees 
are  split  in  approximately  equal  groups  on  the  item,  "The  unit 
system  would  work  better  if  it  were  not  for  the  transfer  of 
patients  from  other  hospitals."  Thirty-six  percent  agree  with 
this  statement,  33%  disagree,  and  the  remainder  are  uncer- 
tain. On  the  positive  side,  50%  feel  that  integration  will  cause 
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few  problems  and  88%  feel  that  "employees  should  adjust  to 
it  as  quickly  as  possible."  A  larger  measure  of  uncertainty 
was  expressed  in  regard  to  community  attitudes  where  47%? 
of  staff  could  not  state  a  definite  opinion ;  16%  felt  that  people 
in  the  community  were  upset  and  37  7^  felt  they  were  not. 

F.     Alcoholics,  "Acute",  and  "Chronic"  Patients: 

A  major  feature  of  the  unit  plan  is  the  fact  that  patients 
are  located  on  ward  areas  on  the  basis  of  residence  rather 
than  diagnosis,  degree  of  illness,  etc.  Thus  the  chronic  "back 
wards"  of  problem  patients  are  to  a  large  extent  eliminated. 
Many  staff  feel  that  this  is  extremely  desirable  for  the  chronic 
patients  since  they  have  largely  been  ignored  and  have  been 
treated  in  an  environment  which  actually  interfered  with  any 
process  of  improvement.  Nevertheless  this  "mixing"  of  pa- 
tients again  imposes  many  problems  on  the  patients  and  on  the 
treatment  staff.  Some  acute  patients  object  to  being  housed 
with  those  who  are  more  severely  ill  than  themselves.  Em- 
ployees tended  to  take  extreme  attitudes  in  this  regard.  Forty- 
three  percent  felt  that  this  mixing  was  "good"  for  both  groups 
but  31%  felt  it  was  bad  for  both  groups.  Fifteen  percent  felt 
it  was  good  for  chronics  but  bad  for  acutes  and  2%  felt  the 
opposite.  It  should  be  noted  that  all  people,  whether  patients 
or  not,  generally  feel  more  comfortable  with  people  like  them- 
selves. But  the  purpose  of  hospitalization  is  not  to  make  the 
patient  comfortable!  A  major  problem  with  "chronic"  pa- 
tients is  their  apathy  and  disinterest  in  the  outside  world. 
Similarly  "acute"  patients  are  often  too  blandly  optimistic 
about  their  adjustment  when  they  "get  out."  Perhaps  both 
groups  will  benefit  from  exposure  to  each  other  despite  the 
fact  that  they  don't  like  it  and  despite  the  fact  that  it  is 
greater  trouble  for  the  staff. 

A  special  group  in  this  regard  are  the  "alcoholics" — those 
admitted  with  alcoholic  commitments.  Twenty-one  percent  of 
our  staff  agree  with  the  item,  "Alcoholism  is  not  an  illness  and 
alcoholics  cannot  be  treated  by  the  same  methods  as  other 
patients."  Fifty-seven  percent  feel  that,  "Alcoholics  should 
not  be  admitted  to  this  hospital  unless  they  have  other  mental 
illness."  These  statements  appear  to  represent  a  negative  atti- 
tude toward  alcoholics.  Many  think  that  the  alcoholic  is  not 
"sick"  but  "bad."  To  indicate  the  ambivalence  in  this  regard, 
37%  of  the  staff  feel  that  alcoholics  "should  not  have  to  put 
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up  with  mentally  disturbed  patients."  Regardless  of  feelings 
of  sympathy  or  negativism,  a  majority  (62^0)  of  staff  feel 
that  "alcoholics  could  be  treated  better  if  we  had  a  special 
unit  for  them." 

G.     Differences  of  Attitude: 

The  results  presented  above  represent  the  combined  opinions 
of  341  employees.  The  largest  group  are  those  nurses  and 
attendants  who  work  on  geographic  units  (167 — 49/0-  In 
addition,  there  were  33  psj^chiatrists,  residents,  social  work- 
ers, chaplains,  and  psychologists  whose  primary  duties  were 
on  the  geographic  units  (10%),  58  staff  assigned  to  special- 
ized units  (17%),  31  rehabilitation  workers,  VR  counselors, 
and  instructors  (9%),  11  staff  assigned  to  administrative 
duties  exclusively  (3%)  and  41  staff  who  did  not  identify 
their  occupational  role. 

Although  the  overall  results  were  immensely  positive  in 
regard  to  the  unit  system,  a  closer  analysis  of  the  differences 
among  groups  of  staff  seemed  desirable.  Since  the  develop- 
ment of  the  unit  system  was  primarily  local  in  origin,  it  was 
expected  that  the  psychiatric  staff  would  be  positive.  This 
proved  to  be  the  case.  In  general  terms,  they  were  significantly 
more  positive  to  the  unit  system  than  were  other  workers.  An 
example  of  this  is  that  73%  felt  that  patients  were  getting 
better  care  at  present  vs  only  57%  of  the  total  group  who 
agreed  with  this  statement.  Unexpected  results  were  that 
this  highly  trained  professional  group  felt  more  a  part  of  a 
team  (76%  vs  64%)  and  that  their  understanding  of  patients 
had  improved  (64%  vs  51%).  Thus  the  unit  system  seems  to 
have  drawn  the  psychiatric  staff  closer  to  patients,  thereby 
contributing  to  understanding  and  to  better  team  relation- 
ship. 

The  nurses  and  attendants  on  the  geographic  units  compose 
the  critical  group.  They  have  faced  the  biggest  problems  and 
greatest  change  in  their  work  role  and  it  could  not  be  ex- 
pected that  their  reaction  would  be  uniformly  positive.  Per- 
haps the  most  encouraging  result  of  this  study  is  the  fact  that 
these  staff  equalled  or  exceeded  the  psychiatric  group  in  their 
enthusiasm  for  the  unit  system.  Sixtj-one  percent  of  the  unit 
nursing  staff  state  that  they  are  spending  more  time  with 
patients,  68/c  spend  more  time  in  meetings,  yet  only  29%  are 
expected  to  do  more  work  than  before.  It  is  fairly  apparent 
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that  the  work  role  has  changed  and  in  the  direction  of  closer 
work  with  patients.  Seventy-nine  percent  feel  that  the  addi- 
tional meetings  are  worthwhile,  76%  feel  more  a  part  of  a 
team,  and  62%  feel  that  their  understanding  of  patients  has 
increased.  All  of  these  figures  exceed  those  of  the  entire  em- 
ployee group  and  most  exceed  all  other  groups.  Thus  it  appears 
that  the  unit  system  has  had  the  greatest  impact  upon  those 
nurses  and  attendants  who  are  closely  involved  with  it  and 
the  reaction  after  five  months  is  generally  very  positive. 

The  remaining  staff  groups,  the  specialized  unit  personnel, 
the  combined  rehabilitation  group,  and  the  unidentified  occu- 
pation group  are  not  so  enthusiastic.  It  can  be  assumed  that 
most  of  these  staff  view  the  unit  system  from  a  distance  and, 
perhaps,  only  when  the  machinery  of  it  breaks  down.  Thus  all 
three  groups  respond  differently  from  the  previous  two  groups 
to  the  item,  "The  unit  system  has  been  bad  for  ward  dis- 
cipline." Eighty-two  percent  of  the  psychiatric  and  73%  of 
the  geographic  unit  nursing  staff  disagree  with  this  state- 
ment. Only  42%  of  the  rehabilitation  staff  disagree,  37%;  of 
the  unidentified  group  disagree,  and  36%  of  the  specialized 
unit  staff  disagree.  Similar  differences  are  found  in  respect  to 
a  number  of  other  items  but  all  reflect  the  very  plain  fact  that 
the  unit  system  is  accepted  by  those  immediately  involved 
but  is  not  as  well  accepted  by  staff  who  are  on  the  periphery. 
Partial  explanation  of  this  fact  is  found  in  the  items  having 
to  do  with  work,  responsibility,  and  time  spent  with  patients. 
These  three  groups  have  generally  found  that  their  work  load 
has  increased  but,  in  contrast  to  the  unit  staff,  they  have  less 
time  to  spend  with  patients.  In  addition,  they  often  feel  they 
have  too  much  responsibihty.  Many  specialized  staff  work 
with  two  or  more  of  the  geographic  units  and  have  the  prac- 
tical problem  of  multiple  relationships.  There  is  not  enough 
time  to  attend  all  organizational  meetings,  case  conferences, 
etc.  and  still  see  patients.  Nor  is  there  any  possibility  of  form- 
ing a  close  identification  with  a  geographic  unit  which  enables 
those  identified  to  overlook  the  inconveniences  in  the  interest 
of  developing  a  better  program  for  the  future. 

Discussion  o/  Results: 

The  major  implication  of  these  results  is  the  fact  that  a 
majority  of  hospital  employees  regard  the  unit  system  as  a 
favorable  development.  This  positive  feeling  has  emerged  de- 
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spite  the  fact  that  mental  hospitals  are  traditionally  conserva- 
tive and  despite  the  many  inconveniences  and  problems  which 
developed.  Many  staff  have  begun  to  see  their  jobs  in  a  new 
light  and  this  is  not  limited  to  a  particular  level  of  training. 
They  are  spending  more  time  with  patients  and  more  time  dis- 
cussing patient  problems.  Understanding  has  increased.  Staff 
members  no  longer  feel  a  sense  of  isolation  and  have  begun  to 
develop  a  real  identity  with  a  team  and  set  of  treatment  goals. 
Hopefully,  each  team  member  regards  himself  as  making  an 
important  contribution  to  the  welfare  of  the  patient.  Nothing 
could  be  more  important  to  employee  morale  than  this. 

The  unit  system  at  this  hospital  was  not  born  without  diffi- 
culty. One  recurrent  theme  in  the  open-ended  questions  is  the 
need  for  additional  help  in  all  occupational  groups.  Perhaps 
this  need  was  felt  before  the  development  of  the  unit  system 
but  probably  not  to  an  equal  degree.  The  traditional  hospital 
program  had  a  way  of  converting  individual  patients  into  an 
anonymous  mass.  Nor  was  there  the  pressure  toward  indi- 
vidual attention  when  most  patients  were  regarded  as  transi- 
ents rather  than  "our  patients."  Although  hospital  staff  have 
developed  a  feeling  of  identity  and  of  having  a  mission  their 
efforts  must  not  go  unrewarded.  The  need  for  additional  help 
on  the  wards  and  in  the  various  professional  services  must  be 
met  if  hospital  staff  are  to  maintain  high  morale  and  dedica- 
tion. At  the  moment,  they  are  working  on  faith  that  the  pro- 
grams will  be  developed  to  the  extent  necessary. 

Some  readers  of  this  report  will  be  disturbed  by  the  positive 
picture  presented  above,  especially  those  who  expressed  more 
doubtful  or  negative  attitude  toward  the  unit  system.  Although 
the  hospital  administration  is  pleased  at  the  fact  that  a  ma- 
jority of  staff  favor  the  change,  they  are  concerned  that  many 
employees  do  not  share  this  enthusiasm.  We  might  ask  the 
reason  for  this  difference  of  opinion.  Several  reasons  stand 
out.  One  is  the  fact  that  people  on  the  specialized  units  and 
services  and  those  in  the  rehabilitation  services  have  been 
largely  "left  out"  and,  at  the  same  time,  their  jobs  have  be- 
come more  difficult.  Ways  must  be  found  to  draw  everyone 
into  the  central  function  of  the  hospital.  Employees,  who  have 
only  a  limited  role  to  play  with  the  patient,  must  be  helped  to 
feel  the  same  sense  of  importance  as  those  who  have  a  broader 
role.  In  addition,  the  unit  staff,  who  are  generally  satisfied 
with  the  way  things  are  going,  must  recognize  that  part  of 
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their  job  is  also  that  of  communicating  and  cooperating  with 
the  specialized  personnel.  A  major  part  of  this  difficulty  lies 
in  the  shortage  of  personnel.  Thus  a  VR  counselor,  a  psychol- 
ogist, or  an  I.T.  therapist,  who  has  more  than  one  unit  to 
cover,  must  be  frustrated  to  a  greater  or  less  degree.  What  is 
more  than  a  full-time  job  cannot  be  done  on  a  half-time  basis. 
These  employees  hardly  ever  know  "what's  going  on"  since 
they  can't  be  present  at  many  of  the  meetings.  They  miss  the 
shared  intimacy  of  working  closely  together  and  getting  to 
know  each  other  as  people  in  addition  to  employees.  Unit  staff 
have  the  responsibility  of  overcoming  these  obstacles  to  as 
great  a  degree  as  possible  and  many  do  an  excellent  job. 
Others  do  not  and  the  specialized  staff  sometimes  feel  like 
intruders  and  quietly  withdraw  to  their  offices.  Those  units 
which  have  the  greatest  difficulty  in  obtaining  quality  service 
from  the  specialized  personnel  probably  have  done  the  least 
in  keeping  relationships  smooth. 

Another  reason  for  dissatisfaction  probably  lies  in  the  fact 
that  some  staff  feel  they  have  lost  more  than  they  have 
gained.  Thus,  those  who  had  a  secure  and  valued  place  in  the 
previous  organization  may  now  find  themselves  in  a  situation 
of  insecurity  or  find  themselves  being  bypassed.  It  is  hoped 
that  most  of  these  circumstances  are  temporary  and  a  result 
of  situations  which  could  not  be  foreseen.  Certainly,  it  has 
not  been  possible  to  make  such  a  large  move  without  running 
into  individual  problems.  Most  of  these  can  be  solved  if  they 
are  made  known. 

No  system  of  hospital  organization  is  a  solution  to  all  prob- 
lems. No  system  is  better  than  the  people  who  put  it  into 
execution.  This  attitude  survey  was  aimed  at  gaining  opinions 
because  they  are  of  tremendous  importance.  Nevertheless,  it 
must  be  understood  that  there  are  very  real  problems  in  the 
unit  system  that  cannot  be  completely  resolved  with  present 
resources.  One  example  is  the  mixing  of  "acute"  and  "chronic" 
patients  which  only  a  minority  of  staff  approves  completely. 
This  mixing  of  patient  types  presents  great  difficulty  in  ward 
management  and  sometimes  causes  great  concern  in  indi- 
vidual patients.  Is  it  better  to  have  these  problems  than  it  is 
to  have  the  hopeless  "back  wards"  of  the  past  ?  The  philosophy 
of  the  unit  system  is  that  patients  who  are  housed  together 
will  influence  each  other  as  well  as  influence  staff  attitudes. 
As  time  passes,  the  improved  hospital  environment  should 
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assist  even  the  most  regressed  patient  toward  more  socialized 
behavior.  Whether  this  can  be  achieved  is  dependent  upon  the 
effort  of  the  staff  in  bringing  it  about.  In  the  more  distant 
future,  it  is  hoped  that  we  will  no  longer  have  such  chronic 
and  regressed  patients.  There  is  every  reason  to  believe  that 
the  behavior  of  these  patients  is  more  a  result  of  faulty  treat- 
ment than  it  is  of  mental  illness  itself. 

Some  of  the  dissatisfaction  with  the  unit  system  in  gen- 
eral and  the  mixing  of  acute  and  chronic  patients  in  particular 
seems  connected  with  the  transfer  of  Negro  patients  to  this 
hospital.  Both  the  integration  and  the  unit  system  inaugural 
were  radical  changes  and  their  occurrence  at  the  same  time 
was  entirely  a  historical  accident.  Not  only  was  the  hospital 
integrated  rapidly  but  both  the  Negro  and  white  patients 
transferred  in  were  long  term  cases  for  the  most  part,  thus 
contributing  to  the  difficulties  of  ward  management  and  treat- 
ment programming.  At  the  present  time,  the  Negro  patients 
seem  to  be  accepted  as  part  of  the  hospital  but  many  em- 
ployees still  feel  that  the  unit  system  and  integration  are  part 
of  the  same  program.  Again,  time  will  be  the  great  healer.  As 
employees  get  to  know  the  Negro  patient  and  to  understand 
his  particular  problems,  present  difficulties  will  become  less 
important. 

Another  doubt  regarding  the  unit  system  is  the  treatment 
of  the  alcoholic  patient.  A  majority  of  employees  favor  a 
special  unit  for  these.  We  must  ask  the  question,  "What  will 
be  lost  by  such  an  approach?",  as  well  as  "What  will  be 
gained?"  What  is  so  different  about  the  alcoholic  that  he 
needs  a  separate  program?  In  many  cases,  he  has  the  same 
problems  as  other  patients  but  these  are  obscured  by  the  fact 
that  he  drinks  when  upset.  Nevertheless,  he  is  different  in 
many  ways.  For  the  most  part,  he  resists  the  treatment  pro- 
gram and  stays  only  a  short  time.  While  here,  he  often  takes 
a  superior  attitude,  especially  in  regard  to  psychotic  patients, 
and  resents  being  housed  with  other  patients.  Often  he  is 
quite  demanding  and  sometimes  quite  obnoxious.  But  above 
all,  he  does  not  respond  to  treatment  in  the  same  manner  as 
other  patients.  Staff  often  have  a  feeling  of  failure  with  the 
alcoholic.  Alcoholics  are  reasonable  on  the  surface  and  usually 
express  certainty  that  they  will  quit  drinking.  Of  course,  this 
rarely  happens  and  treatment  staff  often  become  frustrated 
and  angry.  If  a  separate  unit  is  created,  will  it  be  better  for 


32         N.  C.  JOURNAL  OF  MENTAL  HEALTH 

the  alcoholics  themselves?  Perhaps  so,  if  staff  can  be  found 
who  are  interested  in  this  type  of  patient  to  the  exclusion  of 
other  types.  Whether  the  geographic  units  can  function  bet- 
ter without  alcoholics  is  also  an  open  question.  The  units  will 
have  fewer  patients  but  they  will  have  to  give  up  a  propor- 
tionate number  of  personnel  and  beds.  Again,  there  is  no 
"solution"  to  the  problem.  If  we  develop  a  separate  unit  for 
alcoholics,  the  staff  of  this  unit  will  have  the  impossible  task 
of  communicating  and  developing  programs  with  fifteen  sepa- 
rate counties.  It  will  result  in  the  alcoholic  program  being 
isolated  from  the  communities  in  the  same  fashion  as  existed 
before  for  the  entire  hospital.  We  are  faced  with  a  choice  of 
which  set  of  problems  to  deal  with ;  we  have  no  ideal  solutions 
at  the  present  time  with  present  resources. 

Thus  the  development  of  the  unit  system  involves  many 
complex  factors,  many  of  which  have  not  been  satisfactorily 
resolved  as  yet.  It  is  no  magic  cure  for  the  patient.  It  does 
provide  a  framework  which  is  more  helpful  in  the  develop- 
ment of  the  best  possible  treatment  program.  In  order  to 
make  it  work,  it  is  necessary  that  we  continue  to  communicate 
our  problems  to  each  other. 
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Letter  Writing  Activity 

The  Use  of  Patient  Participation  in  Correspondence 

as  Viewed  in  a  Cottage  for  Multiply  Handicapped, 

Severely  Retarded,  Non^ Ambulatory  Patients 

Judith  C.  Kurzer,  M.S.,  A.C.S.W. 

Social  Work  Supervisor,  Western  Carolina  Center 

and 

Donna  T.  Smith,  B.S. 

Child  Development  Worker,  Western  Carolina  Center 

JL  ersons  working  with  mentally  handicapped  children  in 
residential  facilities  continuously  cope  with  problems  related 
to  maintaining  family  ties  with  the  patient.  As  a  functioning 
group,  the  family  has  long  been  known  to  provide  the  basic 
satisfactions  needed  for  both  physical  and  emotional  growth 
and  development  (1).  The  implications  of  separation  of  the 
child  from  the  family  are  multiple.  Laura  L.  Dittman,  in  her 
study  of  families  who  have  placed  a  child  in  an  institution, 
states :  "Persons  who  work  with  children  agree  that  the  fami- 
lies are  so  vitally  important  that  any  substitute  for  the  child's 
own  home  must  be  viewed  cautiously.  When  circumstances 
make  it  necessary  to  take  a  child  out  of  his  home,  it  is  accepted 
as  a  second-best  arrangement"  (2).  As  of  December,  1966, 
15,391  (3)  individuals  residing  in  state  facilities  in  North 
Carolina  have  had  to  make  use  of  this  "second-best  arrange- 
ment." How  can  families  be  helped  to  continue  in  the  familial 
roles  needed  by  the  child?  The  program  discussed  here  was 
focused  on  both  the  child  and  his  family,  to  facilitate  the 
latter's  maintaining  familiar  roles  with  their  institutionalized 
child. 

The  cottage  in  which  the  patients  live  is  a  126-bed  unit  for 
the  non-ambulatory,  multiply  handicapped  retarded  individ- 
ual. Over  the  past  twenty-four  months,  an  NIMH  grant  (No. 
1-R20  MH  01969-01)  has  enabled  a  multi-discipline  team  to 
enter  the  unit.  The  team,  composed  of  physician,  recreator, 
physical  therapist,  social  worker,  psychologist,  child  develop- 
ment worker,  nurse,  and  four  charge  cottage  parents,  began 
work  in  February,  1965.  On  the  premise  that  little  is  known 
as  to  the  maximum  functioning  level  of  the  severely  physically 
and  mentally  handicapped  patient,  it  was  the  purpose  of  the 
special  project  team  to  develop  and  implement  programs  for 
this  group  of  patients.  These  programs  were  designed  to  facili- 
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tate  achievement  of  developmental  landmarks  by  the  usage 
of  special  techniques,  activities,  and  mechanical  devices  w^hich 
elicit  the  patient's  maximum  behavioral  potential.  Equal  at- 
tention w^as  given  to  meeting  the  emotional  and  social  needs  of 
these  patients. 

Goal 

It  is  felt  that  in-person  visitation  by  family  members  is  the 
best  form  of  contact  for  most  patients.  When  visiting  is  limited 
due  to  distance,  financial  difficulties,  illness,  or  other  realistic 
factors,  correspondence  could  serve  as  the  continuing  link  be- 
tw^een  the  patient  and  his  family.  It  w^as  the  initial  purpose 
of  this  program  to  determine  if  a  letter-w^riting  activity  could 
serve  as  this  "link."  The  overall  goal  of  the  correspondence 
experience  was  involvement  of  the  patient  as  an  active  par- 
ticipant in  the  triad  of  family-child-Center. 

The  purposes  of  the  letter-writing  activity  were  viewed  as 
three-fold:  1)  a  service  to  the  patient  which  enhances  his 
relationship  with  his  family;  2)  a  service  to  the  family,  not 
only  "to  keep  in  touch"  with  the  patient  but  to  serve  as  an 
ego-strengthening  device  concerning  the  family-patient  unit; 
and  to  support  the  family  in  their  handling  of  a  chronic  situ- 
ation and  help  them  continue  successfully  in  their  familial 
roles;  3)  to  create  between  staff  member  and  patient  a  pur- 
poseful relationship,  enabling  the  patient  to  arrive  at  increased 
understanding  of  the  function  and  role  of  this  staff  member 
as  it  relates  to  better  patient  adjustment  and  assistance  in 
problem-solving  endeavors. 

Participants 

A  total  of  nine  children  were  selected  to  participate  in  the 
activity.  All  children  were  aware  of  having  family  and  "be- 
longing" to  persons  outside  of  the  institutional  environment. 
Several  of  the  children  had  speech  problems,  resulting  in  a 
lack  of  ability  to  verbalize  their  thoughts  and  experiences. 
Others,  although  having  the  ability  to  verbalize,  were  unable 
to  communicate  meaningfully.  One  14-year-old  girl,  because 
of  congenital  blindness,  was  even  more  limited  in  experience. 
It  was  felt  this  program  would  broaden  her  horizon  and  en- 
able her  to  communicate  more  effectively  with  family  mem- 
bers. Another  10-year-old  child  had  the  ability  to  verbalize, 
but  her  inability  to  concentrate  made  her  speech  unmean- 
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ingful. 

There  were  three  males  and  six  females  ranging  in  age  from 
8  years  to  34  years.  The  M.  A.'s  ranged  from  2.4  to  8.5,  with 
a  mean  of  5.1.  The  mean  I.Q,  was  51. 

The  families  of  these  children  would  be  considered  "lower 
middle"  or  "working"  class  (4).  The  educational  attainment 
of  the  parents  ranged  from  third  grade  to  completion  of  high 
school.  The  majority  were  semi-skilled  workers,  employed  in 
small  plants  scattered  throughout  the  industrial  areas  of  the 
community.  Of  the  children  participating,  eight  came  from 
families  whose  total  income  was  not  sufficient  to  meet  the 
Center's  monthly  maintenance  cost  of  $60.00.  Four  children 
came  from  intact  families,  while  five  children  came  from 
broken  families. 

Method 

The  program  originated  in  April,  1965,  through  the  efforts 
of  the  social  worker  and  child  development  worker.  Letters 
were  written  to  parents  inviting  them  to  participate.  When- 
ever possible  the  activity  was  discussed  with  the  parents  dur- 
ing their  visits  to  the  Center.  Reinforcement  to  families  was 
continually  given  through  in-person  interviews,  group  meet- 
ings of  families,  and,  in  some  instances,  home  visits. 

Children  met  with  an  individual  staff  member  at  an  ap- 
pointed time  and  were  actively  involved  in  the  letter-writing 
process.  Longhand  writing  and  a  dictaphone  were  used.  On 
important  events,  such  as  birthdays  and  special  holidays, 
Polaroid  pictures  were  taken  of  the  children  and  attached  to 
the  letters.  The  children  were  encouraged  to  share  their  crea- 
tive efforts,  such  as  valentines,  drawings,  and  finger  paintings, 
with  the  family.  In  order  to  clarify  the  children's  questions 
concerning  process  of  mail,  the  post  office  was  visited. 

To  evaluate  the  effectiveness  of  the  on-going  program,  a 
brief  chart  was  devised.  Both  verbal  and  non-verbal  partici- 
pation was  noted.  The  latter  included  such  physical  movements 
as  use  of  hands,  head,  eyes,  and  facial  expressions  in  an 
attempt  to  communicate.  Family  reactions  to  the  activity  was 
noted.  After  each  meeting  with  the  child,  the  staff  member 
made  notes  of  any  pertinent  information  that  could  be  asso- 
ciated with  the  child's  performance  that  day.  A  sample  of  this 
chart  including  actual  notations  is  given  in  Table  I. 
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Patient's  Response 

When  approached  regarding  participation  in  the  progam, 
all  children  responded  to  the  idea  enthusiastically.  Even  those 
functioning  in  the  M.A.  range  of  two  to  three  years  verbalized 
their  understanding  of  the  program  by  such  statements  as, 
"Write  Mama"  or  "Mama  Letter."  Within  the  first  month  of 
the  program,  all  associated  the  individual  staff  member  with 
letter-writing  and  approached  that  person  concerning  replies 
to  letters  received.  It  was  interesting  to  note  that  no  child 
approached  another  staff  member  with  requests  to  answer 
letters. 

Meaningful  communication  was  achieved  by  both  verbal  and 
non-verbal  interaction  between  staff  member  and  child.  Ver- 
balization was  encouraged  and  there  was  noticeable  improve- 
ment in  speaking  by  four  children.  The  use  of  the  dictaphone 
seemed  to  reinforce  the  children's  attempts  at  verbalization. 
Improvement  was  shown  in  increased  clarity  of  pronouncia- 
tion  as  well  as  rationality  of  content. 

There  was  gradual  movement  from  staff-directed  to  child- 
directed  letter  content.  Responsibility  for  content  was  assumed 
by  eight  of  the  nine  children  by  the  end  of  the  first  three 
months.  Four  children  "wrote"  their  own  letters  with  the  use 
of  the  dictaphone.  The  dictaphone  served  as  reinforcement  of 
letter  content  from  which  the  child  could  add  or  delete.  The 
single  blind  child  would  hold  the  microphone  in  her  hand, 
fascinated  by  the  procedure.  She  initiated  much  conversation 
to  hear  herself.  The  use  of  voice  appeared  to  improve  her  self 
concept,  which  was  noted  in  increased  verbalization  and  more 
overt  action. 

Children  shared  with  their  families  material  needs,  which 
the  latter  readily  met.  The  items  enhanced  the  child's  self 
identity  in  his  peer  group  and  provided  the  opportunity  for 
mutually  satisfying  group  interaction.  Children  began  to  keep 
photograph  albums,  take  a  greater  pride  in  their  personal 
appearance,  and  would  readily  share  their  possessions  with 
one  another. 

The  trip  to  the  post  office  added  to  the  children's  enthusiasm 
about  the  activity.  Six  of  the  children  showed  increased  under- 
standing of  the  mailing  procedure  following  this  visit. 

The  initial  relationship  between  the  child  and  the  staff  mem- 
ber broadened  to  incorporate  many  problem  areas  of  group 
living.  The  purposeful  use  of  staff  in  problem  solving  capa- 
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cities  was  facilitated  by  the  activity;  whereas,  the  same  goal 
attempted  in  the  past  by  verbalization  alone  was  unsuccess- 
ful. Through  this  relationship  the  children  were  able  to  work 
through  problems  occurring  on  the  ward,  at  home,  and  at 
school. 

Family  Response 

Every  family  responded  by  writing  to  their  child.  Certain 
letters  which  in  the  past  had  assumed  stereotyped  content  be- 
gan to  change,  referring  to  events  mentioned  in  letters  re- 
ceived as  well  as  telling  about  happenings  at  home  which 
would  be  of  interest  to  the  child.  Several  families  began  to 
send  picture  post  cards,  cut-outs  from  magazines,  family 
snapshots,  and  other  small  items. 

Parents  wrote  and  spoke  with  staff  members  concerning 
the  activity.  On  several  occasions,  parents  expressed  their  ap- 
preciation, stating  they  knew  for  the  first  time  the  daily 
routine  of  their  child.  Parents  verbalized  increased  ability  in 
relating  to  their  child.  The  change  in  the  parent-child  rela- 
tionship enabled  family  members  to  function  more  adequately 
in  their  parental  roles.  This  modification  of  attitude  is  seen 
to  be  directly  related  to  increased  visiting.  The  records  indi- 
cate more  frequent  visits  by  parents  to  the  Center  following 
the  onset  of  this  activity.  There  was  also  a  substantial  in- 
crease in  visits  home  by  the  children. 

There  was  significant  improvement  in  the  working  relation- 
ship between  staff  and  family  members.  Families  who  had 
shied  away  from  contact  with  professional  staff  sought  out 
these  persons.  The  relationship  which  developed  facilitated 
staff-family  contacts  regarding  patients'  progress.  Family 
members  who  met  personnel  for  the  first  time  stated,  "I  feel 
I  know  you  from  your  letters."  Because  of  increased  contact 
with  families,  there  were  frequent  opportunities  to  be  of  pro- 
fessional service. 

Evaluation  of  Program 

At  the  end  of  one  year  the  program  was  evaluated  by  all 
participating  staff.  From  the  beginning  the  program  was 
shared  with  cottage  personnel  who  expressed  their  interest 
and  desire  to  participate.  The  activity  was  transferred  to  cot- 
tage personnel  for  those  six  children  and  their  families  who 
had  established  regular  exchange  of  correspondence.  These 
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children  could  now  independently  elicit  the  assistance  of  a 
cottage  parent  for  letter-writing. 

The  activity  was  continued  with  two  children  who  used  it 
as  their  only  means  of  verbal  communication  with  their  fami- 
lies. In  a  single  instance,  parental  response  was  inadequate  to 
meet  the  needs  of  the  child.  The  staff  member  then  incor- 
porated the  use  of  a  "Pen  Pal."  Since  this  is  a  recent  develop- 
ment there  has  not  been  sufficient  time  to  evaluate. 

The  success  of  this  program  has  stimulated  wide  interest 
throughout  the  facility.  It  was  utilized  in  the  summer  student 
work  program  over  the  summer  of  1966  with  positive  results 
elsewhere  on  the  campus. 

Summary 

It  has  been  found  that  a  letter  writing  activity  for  multiply 
handicapped  children  provides  a  constructive  "link"  between 
families  and  patients  in  a  unit  for  severely  physically  and 
mentally  handicapped  patients  at  Western  Carolina  Center. 
Meaningful  communication  was  achieved  between  patient  and 
family,  patient  and  staff,  and  family  and  staff.  As  communi- 
cation increased,  there  appeared  to  be  a  significant  improve- 
ment in  the  working  relationships  among  the  "triad"  of 
patient,  family,  and  staff.  Most  important,  there  was  notice- 
able improvement  in  the  patient's  self-concept  and  self- 
identity  in  his  peer  group,  as  well  as  an  opportunity  for  mu- 
tually satisfying  group  interaction  for  the  participants. 
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NEWS  BRIEFS 

STATE  MEDICAL  SOCIETY 
OFFERS  PROGRAMMING 

The  committees  on  Mental  Health  and  Medicine  and  Religion 
and  the  subcommittees  on  Mental  Health  Education,  Mental 
Retardation  and  Children's  Services  and  Alcoholism  of  the 
Medical  Society  of  the  State  of  North  Carolina  indicated  in  a 
Progress  Report  for  1966  of  their  project  that  56  programs  on 
mental  health  and  medicine  and  religion  were  held  in  county- 
medical  societies,  reaching  a  maximum  possible  attendance  of 
2598  physicians.  It  was  reported  that  comments  received  from 
those  counties  having  programs  were  very  favorable. 

As  background  information  the  report  explained  that  the 
observation  was  made  that  it  is  always  the  same  10%  of  physi- 
cians who  attend  most  meetings.  It  was  decided  in  early  1966 
that  the  meetings  would  be  taken  to  the  other  90%  of  physi- 
cians. This  was  implemented  through  the  Telephonorama 
Project  of  offering  programs  on  mental  health  topics  to  county 
medical  societies.  A  speakers  bureau  is  maintained  to  fill  these 
requests. 

To  provide  a  more  personal  approach  for  1967,  the  com- 
mittees and  subcommittees  are  to  promote  separately  pro- 
grams in  their  respective  categories  of  concern.  This  project 
has  been  named  Contacto-Rama.  Lists  of  county  medical 
society  presidents,  program  chairmen,  and  mental  health  or 
medicine  and  religion  chairmen  are  to  be  provided  to  each  of 
the  Mental  Health  and  Medicine  and  Religion  Committee  and 
Subcommittee  members  who  will  be  provided  specific  county 
medical  society  assignments.  The  members  are  to  promote 
programs  in  their  catchment  areas  by  personal  visits, 
telephone  calls  or  both.  Requests  for  programs  will  be  serviced 
through  the  State  Medical  Society  oifice.  At  appropriate  in- 
tervals, progress  reports  will  be  sent  to  all  physicians  involved 
in  promoting  this  project  so  that  they  can  be  kept  aware  of 
the  response  that  is  received  and  identify  where  intensified 
efforts  are  necessary. 

In  addition,  case-oriented  programs  on  mental  health  and 
medicine  and  religion  topics  will  be  extended  to  hospital  staffs. 
Preferably  live  clinical  material  will  be  available  to  stimulate 
discussion.    Speaker    honoraria   have    been    made    available 
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through  supporting  drug  firms  and  agencies.  The  committees 
have  expressed  the  hope  that  medical  groups  will  take  the 
full  opportunity  of  these  services. 

STATE  MENTAL  HEALTH  ASSOCIATION 
HOLDS  TENTH  ANNIVERSARY  MEETING 

An  examination  of  progress  made  in  the  mental  health  field 
in  North  Carolina  during  the  past  ten  years  and  an  examina- 
tion of  progress  that  can  come  in  the  next  ten  years  was  made 
during  the  10th  anniversary  meeting  of  the  North  Carolina 
Mental  Health  Association  in  March. 

The  tenth  annual  meeting  of  the  Association  was  held 
Thursday  and  Friday,  March  9  and  10,  at  the  Hotel  Sir  Walter 
in  Raleigh. 

The  theme  of  the  meeting  was  "The  Second  Decade :  Human 
Concern — Scientific  Projection." 

One  of  the  highlights  of  the  meeting  was  a  discussion  of 
ways  that  interested  organizations  can  be  mobilized  to  help 
in  the  mental  health  effort.  Leaders  of  Kiwanis,  the  Jaycees, 
the  P.T.A.,  and  the  Medical  Auxiliary  discussed  mobilizing 
human  concern  for  the  second  decade. 

Another  highlight  of  the  meeting  was  the  banquet  session 
to  which  were  invited  all  the  members  of  the  North  Carolina 
Legislature  which  was  in  session  in  Raleigh  at  the  time  of 
the  meeting. 

The  Rev.  Marlin  Schaeffer  of  Lexington  served  as  chairman 
of  the  Annual  Meeting  Committee  of  the  North  Carolina  Men- 
tal Health  Association. 
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Unilateral  Therapy  of  Alcoholism* 

John  A.  Ewing,  M.D.,  D.P.M. 

Professor  and  Chairman 

Department  of  Psychiatry 

University  of  North  Carolina  School  of  Medicine 

Chapel  Hill,  North  Carolina 

X.  his  is  a  clinical  report  of  a  method  of  treating  inaccessible 
male  alcoholics.  The  "unilateral  treatment  of  alcoholism"  con- 
sists basically  of  persuading  the  wife  of  the  alcoholic  herself 
to  enter  a  therapeutic  relationship.  An  effect  of  this  in  a  ma- 
jority of  cases  is  to  promote  changes  within  the  marriage. 
Then  beneficial  repercussions  may  appear  in  the  alcoholic 
spouse  as  I  will  demonstrate. 

First  Case 

My  first  dramatic  result  from  such  an  approach  occurred 
following  a  brief  consultation  I  had  with  the  wife  of  an 
alcoholic  man.  Mr.  Black  himself  was  hundreds  of  miles  away 
and  my  contact  with  his  wife  was  limited  to  a  couple  of  hours. 
Under  these  conditions  I  could  hope  to  accomplish  very  little. 
However,  I  did  take  a  history  which  indicated  that  alcoholism 
did  indeed  exist  in  this  man.  I  also  studied  Mrs.  Black  as  she 
talked  with  me  and  explored  her  attitude  about  her  husband's 
drinking.  An  outstanding  factor  was  her  desire  to  be  in  con- 
trol. From  the  history  it  seemed  that  this  was  a  long-stand- 
ing pattern  and  not  simply  a  role  forced  upon  her  by  her 
husband's  drinking.  In  the  few  minutes  remaining,  I  tried 
to  demonstrate  to  her  the  controlling  aspect  of  her  relation- 
ship with  her  husband.  I  suggested  ways  in  which  this  child- 
less lady  might  find  better  sublimations  for  maternal  feelings 
and  I  explored  with  her  the  feelings  she  had  about  whisky. 
Although  she  had  gone  to  church  metings  where  alcoholism 
was  studied,  she  had  never  given  up  the  battle  of  wits  be- 
tween her  and  her  husband  —  nor  had  he  accepted  the 
existence  of  an  alcoholic  problem  in  himself. 

Further  details  of  the  case  came  to  me  by  mail.  On  return- 
ing home  Mrs.  Black  bought  some  whisky,  opened  it  and  left 


♦  Read    at    the    120th    Annual    Meeting    of    the    American    Psychiatric    Association,    Los 
Angeles,  California,  May  7,  1964. 
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it  out  in  full  view  in  the  kitchen  (her  former  behavior  had 
been  to  pour  out  all  liquor  she  could  find).  That  night  her 
husband  didn't  say  a  word  about  the  bottle  but  he  clearly  had 
spotted  it.  He  was  restless  and  kept  going  to  the  kitchen  for 
drinks  of  water  but  never  once  did  he  touch  alcohol  that  even- 
ing. The  next  day  he  called  a  friend  and  that  night  went 
with  the  friend  to  a  local  Alcoholics  Anonymous  meeting.  His 
wife  became  a  staunch  supporter  of  Al-Anon  and,  so  far, 
seven  years  of  sobriety  have  followed. 

On  two  other  occasions  I  have  been  involved  in  essentially 
similar  situations  with  similar  results.  Both  times  I  was  con- 
tacted by  the  wife  of  a  man  with  an  alcoholic  problem  where 
he  had  refused  to  seek  any  assistance  for  himself.  Neither 
case  was  as  dramatic  as  the  first  but  in  both  instances  the 
wife  did  alter  her  behavior.  As  the  drinking  became  less  of 
a  battleground  the  man  became  more  aware  of  the  existence 
of  a  problem  and  in  both  cases  he  eventually  got  into  treat- 
ment. 

The  Alcoholic  Marriage 

The  discovery  that  such  unilateral  charges  on  the  part 
of  the  wife  affected  the  husband's  drinking  problem  was  not 
too  surprising.  Other  findings  had  already  suggested  special 
neurotic  interactions  within  the  alcoholic  marriage.^  In  the 
first  place,  psychiatrists  with  much  contact  with  alcoholics 
and  their  families  had  observed  that  some  women  have  been 
married  to  two  or  more  alcoholics.  Sometimes  the  drinking 
problems  were  already  obvious,  sometimes  they  only  appeared 
after  the  marriage.  Also,  there  seemed  to  be  certain  person- 
ality similarities  among  the  wives  of  alcoholic  patients.  We 
have  offered  concurrent  group  therapy  to  alcoholic  patients 
and  their  wives  over  an  eight-year  period.^  In  this  we  were 
impressed  with  the  evidence  that  sometimes  the  husband's 
sobriety  was  a  threat  to  the  wife's  emotional  homeostasis.  In 
an  earlier  publication  we  reported  that  this  conclusion  was 
supported  by  the  wives'  sabotaging  attempts,  other  resist- 
ances on  the  part  of  the  wives,  reactions  within  the  wives 
such  as  depression  and  the  wives  who  took  up  drinking  them- 
selves. In  addition,  other  therapists  who  work  with  alco- 
holics have  noticed  that  marital  stresses  of  a  new  and  even 
more  serious  sort  may  appear  after  the  alcoholic  male  gives  up 
drinking.^  I,  myself,  can  point  to  a  series  of  marriages  in 
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which  divorce  followed  the  man's  sobriety. 

Individual  Unilateral  Therapy 

Although  my  first  three  brief  cases  of  counseling  were 
successful,  it  is  obvious  that  such  a  superficial  approach  was 
bound  to  have  failures,  and  indeed  this  was  so.  On  the  other 
hand,  the  next  step  was  to  try  to  do  more  than  merely  in- 
fluence the  wife's  conscious  behavior.  Such  a  case  was  Mrs. 
Brown  who  came  complaining  of  her  husband's  drinking  and 
who  was  persuaded  herself  to  enter  twice  a  week  therapy 
which  lasted  for  a  year.  Throughout  this  time,  although  I  re- 
ceived reports  on  the  husband's  drinking  and  general  behavior, 
he  was  not  seen.  With  Mrs.  Brown,  the  therapy  was  aimed  at 
attempting  to  give  her  insight  into  those  mechanisms  which 
seemed  to  be  least  economical  within  the  marriage.  Thus,  she 
became  more  aware  of  ways  in  which  she  had  at  times  been 
gratified  by  her  husband's  continued  evidence  of  weakness  and 
immaturity.  Also,  she  began  to  develop  a  much  more  neutral 
attitude  toward  him.  As  the  12  months  went  by,  there  were 
less  and  less  comments  about  his  drinking.  By  the  last  three 
months,  it  became  clear  that  his  drinking  was  no  longer  a 
problem  to  his  wife.  The  question  was,  did  an  alcoholic  prob- 
lem ever  really  exist?  Fortunately,  I  had  an  opportunity  to 
study  this  man  briefly  when  his  wife's  therapy  ceased.  Both 
of  them  were  aware  that  there  had  been  a  drinking  problem 
and  that  now  it  was  no  longer  so.  Mr.  Brown  had  quit  drink- 
ing when  I  saw  him  and  was  expressing  the  feeling  that  he 
would  stay  off  liquor  for  the  time  being.  However,  he  had  not 
decided  that  he  should  never  drink  again,  nor  had  he  con- 
cluded that  he  was  "an  alcoholic."  He  wo^  aware  of  the  fact 
that  his  drinking  had  been  uncontrolled,  that  he  had  been 
sneaking  drinks  behind  his  wife's  back  (although  not  suc- 
ceeding in  hiding  this)  and  that  things  were  very  much 
better  in  their  total  relationship  at  this  point. 

The  gradual  change  which  took  place  in  this  unilateral 
psychotherapy  of  the  non-drinking  spouse  was  encouraging 
but  there  were  instances  in  which  attempts  to  arrange  a 
similar  program  were  refused.  However,  a  series  of  such 
individual  unilateral  therapy  plans  for  wives  of  alcoholics 
was  started.  Some  of  the  cases  I  am  reporting  were  handled 
by  residents  and  other  psychiatrists  with  my  encouragement 
and,  sometimes,  supervision. 
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Group  Therapy  ^■ 

The  whole  question  of  the  wives  of  alcoholics  was  dis- 
cussed by  the  wives'  group  of  the  concurrent  alcoholism 
therapy.2  These  wives  (whose  husbands  were  already  com- 
ing to  group  therapy  sessions)  felt  that  they  would  welcome 
the  attendance  of  wives  whose  husbands  denied  they  had  a 
problem.  Therefore,  over  the  years  we  gradually  introduced 
a  few  such  women  into  the  wives'  group  of  what  was  formerly 
the  "concurrent  group  psychotherapy  for  alcoholism."  The 
results  here,  too,  proved  encouraging.  Two  of  the  men  finally 
joined  the  group  therapy  for  alcoholics.  We  learned  that 
others  had  joined  Alcoholics  Anonymous  or  sought  therapy 
of  some  other  form  elsewhere.  In  some  cases  there  were  dis- 
tinct improvements  in  that  drinking  patterns  changed  or 
drinking  stopped  altogether.  Even  in  the  two  cases  where  the 
drinking  was  not  described  as  being  markedly  changed,  the 
wives  reported  that  they  felt  much  less  disturbed  by  the 
drinking. 

Some  of  these  wives  stayed  in  weekly  group  therapy  ses- 
sions for  many  months  and  in  some  cases  for  more  than  a  year. 
Considerable  insight-seeking  developed  in  some  instances  al- 
though at  times  the  results  were  quite  satisfactory  in  the 
absence  of  much  insight. 

Table  1  shows  the  form  of  therapy  offered  to  these  women. 
A  few  cases  seemed  to  have  the  capacity  to  benefit  purely  from 
a  brief  counseling  technique  which  focused  largely  on  the 
conscious  reporting  of  marital  interactions  revolving  around 
the  alcoholism. 

Table  1  also  shows  wives  who  were  seen  in  individual 
therapy  either  by  me  or  by  residents  or  others  obtaining 
supervision  from  me  and  those  who  were  placed  in  the  group 
therapy  already  mentioned. 

Mechanisms  of  Indirect  Therapy 

In  the  cases  of  the  wives  who  gained  some  real  benefit 
from  brief  contact,  this  has  usually  come  from  relatively 
minor  steps  such  as  her  joining  Al-Ano,  her  stopping  lock- 
ing up  the  liquor  and,  in  some  cases,  her  seeking  a  separation 
with  therapeutic  intent.  Sometimes  the  man's  drinking  be- 
havior semed  to  represent  mainly  a  hostile  communication 
within  the  marriage.  As  soon  as  the  wife  was  able  to  be  less 
concerned  (and  to  show  her  loss  of  concern)  over  his  drink- 
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ing,  a  large  part  of  the  motivation  for  the  continued  drinking 
seemed  to  have  been  lost. 

Of  course,  trying  to  prevent  the  husband's  access  to  alco- 
hol is  not  the  only  inappropriate  behavior  to  be  found  in 
wives.  Some  wives  have  learned  the  futility  of  such  actions 
but  may  then  go  to  the  opposite  extreme.  For  example,  Mrs. 
White  placed  a  case  of  beer  in  the  trunk  of  her  car  before 
going  to  fetch  Mr.  White  who  had  been  in  a  "drying  out"  hos- 
pital for  ten  days. 

In  individual  therapy  some  women  accomplished  little  more 
than  changes  in  attitudes  similar  to  those  gained  from  the 
counseling  techniques.  Others  achieved  a  considerable  degree 
of  self  scrutiny  as  they  talked  about  themselves,  their  hus- 
band's drinking,  their  background,  and  discussed  the  various 
problems  which  occur  in  the  alcoholic  marriage  and  alterna- 
tive methods  of  handling  these  problems. 

In  the  case  of  wives  in  group  therapy,  and  even  more  so 
with  wives  in  individual  therapy,  the  therapeutic  situation 
itself  led  to  dependent  attitudes  appearing  and  in  most  cases 
a  gradual  awareness  of  dependency  wishes  which  formerly 
had  been  largely  kept  at  bay.  In  virtually  all  of  the  successful 
cases  (and  here  success  refers  to  real  effective  change  in  the 
husband)  the  defensive  nature  of  the  relationship  between  the 
wife  and  the  husband,  her  tendency  to  baby  him  and  her 
strong  need  to  rescue  him  from  the  scrapes  he  got  into  had 
to  be  recognized.  In  an  earlier  report  -  concerning  the  wives 
of  men  who  were  already  in  therapy,  we  emphasized  the 
beneficial  effects  on  the  marriage  of  the  wife's  gradually  de- 
veloping less  "need"  for  a  drinking  husband.  From  this  new 
experience  where  the  wives  alone  were  in  therapy,  I  think  we 
can  conclude  that  developing  insight  in  this  area  and  accom- 
plishing some  real  change  in  her  psychological  makeup  has 
been  a  major  therapeutic  factor. 

One  discovery  which  did  not  surprise  us  was  that  it  was 
vital  to  introduce  a  therapeutic  relationship  to  these  women 
very  gradually.  The  best  way  was  to  emphasize  that  this 
form  of  treatment  seemed  to  be  helpful  even  though  the  alco- 
holic himself  was  not  being  seen  and  that  wives  very  often 
could  give  each  other  useful  tips  on  how  to  handle  similar 
problems.  It  often  took  many  weeks  or  months  for  the 
average  alcoholic's  wife  to  begin  to  turn  away  from  looking 
at  his  behavior  and  start  wondering  about  her  own.  I  think 
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that  some  of  the  times  when  we  failed  to  hold  on  to  the  wife 
were  the  result  of  frightening  her  off  by  trying  to  focus  on 
her  too  soon. 

Two  major  effects  on  the  husband  have  seemed  apparent 
throughout  this  program.  In  the  first  place,  many  of  the 
husbands  became  extremely  curious  about  what  was  going 
on. 

The  second  effect  on  the  husband  was  to  remove  some  of 
the  unrealistic  protectiveness  with  which  the  wife  had  often 
surrounded  him. 

The  curiosity  in  the  husband  led  to  many  questioning 
sessions  at  home  and  the  wives  often  reported  these  with 
some  glee.  In  some  cases  the  husbands  began  to  want  to 
obtain  this  much  interest  and  concern  for  themselves.  In 
other  cases  they  maintained  their  reserve  and  at  the  same 
time  would  be  suspicious  about  what  the  wife  might  be  say- 
ing behind  their  back. 

The  technique  of  interfering  with  the  protective  system 
surrounding  the  alcoholic  by  interrupting  the  dependency  re- 
lationship of  certain  male  alcoholics  was  described  by  Myer- 
son^  over  10  years  ago.  To  a  considerable  degree  we  were 
replicating  his  technique  in  this  therapy. 

Alcoholic  Wives 

My  clinical  experience  in  recent  years  has  led  to  the 
tentative  conclusion  that  in  the  case  of  sober  husbands  who 
have  alcoholic  wives  there  may  be  similar  intramarital  dy- 
namics as  in  the  case  of  the  alcoholic  husband.  Certainly,  I 
have  come  across  situations  in  which  it  seemed  that  the 
husband  tended  to  perpetuate  the  wife's  drinking  or  sabotaged 
her  sobriety  in  spite  of  protests  about  his  wish  for  a  sober 
wife.  On  several  occasions  I  have  offered  similar  indirect 
therapy  for  such  situations  by  getting  the  husband  into 
therapy  when  his  wife  will  not  admit  that  she  has  a  drink- 
ing problem.  So  far,  however,  I  have  not  been  able  to  persuade 
even  one  husband  to  accept  this  approach.  Once,  I  managed 
to  involve  the  mother  of  an  alcoholic  woman  in  some  limited 
therapeutic  work.  The  results  were  quite  helpful  in  enabling 
a  separation  to  occur  between  these  two  and  after  this  the 
alcoholic  woman  gained  complete  sobriety  following  con- 
siderable therapy  for  herself. 
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Results 

The  results  of  these  unilateral  therapeutic  endeavors  are 
shown  in  Table  2.  It  is  difficult  to  determine  appropriate  cri- 
teria for  failure  or  success  in  such  cases.  Whether  or  not 
the  alcoholic  male  is  still  drinking  may  not  be  the  best 
criterion  of  the  success  of  indirect  therapy.  Also,  if  we  do 
get  the  husband  into  therapy  does  any  improvement  then 
reflect  the  results  of  his  own  treatment  or  the  effect  of  his 
wife's?  Be  that  as  it  may,  it  is  clear  that  we  have  accom- 
plished some  change  in  a  significant  number  of  these  cases. 
In  five  instances  without  any  therapeutic  contact  with  the 
husband  there  has  been  a  very  major  change  in  the  drinking 
and  apparently  in  the  marriage  relationship  as  a  whole.  In 
another  substantial  number  (11  cases)  the  husband  put  him- 
self into  a  therapeutic  situation  which  required  acknowledge- 
ment of  the  existence  of  a  drinking  problem.  Whether  or  not 
this  would  have  eventually  occurred  anyway  we  cannot  say, 
but  certainly  at  the  beginning  of  his  wife's  therapy  he  was 
still  strongly  denying  the  existence  of  any  problem  in  him- 
self. 

The  clinical  setting  in  which  this  work  was  done  did  not 
permit  our  setting  up  a  control  group  from  which  this  thera- 
peutic approach  could  be  withheld.  However,  our  clinical 
experience  has  indicated  a  much  smaller  spontaneous  im- 
provement rate  in  alcoholic  men  not  in  therapy  whose  wives 
also  had  no  therapy. 

For  the  purpose  of  Table  2, 1  applied  the  following  arbitrary 
definitions :  A  "good  effect"  means  that  the  husband  accepted 
the  existence  of  a  drinking  problem  in  himself;  he  either 
stopped  drinking  on  his  own,  joined  AA  or  got  into  treatment 
and  he  stayed  sober  or  nearly  so  for  a  year  or  more, 

A  "moderate  effect"  means  that  the  wife  is  satisfied  with 
things  as  they  are  now,  even  if  her  husband  still  drinks,  or 
(in  three  cases)  she  was  able  to  seek  a  separation  about  which 
she  had  previously  been  unable  to  decide. 

A  "fair  effect"  refers  to  cases  where  some  change  has  oc- 
curred but  as  yet  it  cannot  be  called  substantial.  For  example, 
the  husband  may  have  now  tried  to  change  his  drinking  pat- 
terns or  may  have  gone  to  one  or  two  AA  meetings. 

The  five  cases  showing  "poor  effect"  are  all  ones  in  which 
no  apparent  change  for  the  better  has  occurred  in  wife,  hus- 
band, marriage  or  drinking  patterns.  In  all  these  cases  at 
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least  three  months  of  weekly  therapeutic  contacts  were  main- 
tained. 

One  interesting  group  consists  of  the  three  marriages  in 
which  the  husband  is  reported  to  be  still  drinking  by  the  wife 
but  she  says  it  no  longer  bothers  her.  This  raises  the  question 
of  was  he  really  alcoholic  in  the  first  place  or  was  she  merely 
overreacting  to  heavy  drinking  on  his  part?  In  these  instances 
we  only  have  the  wife's  report  to  go  on  and  it  may  be  that 
she  has  exaggerated  as  much  as  the  average  alcoholic  tends 
to  play  down  the  amount  of  his  drinking.  Whatever  the  mean- 
ing of  these  figures,  it  is  certain  that  in  this  small  group 
the  wives  themselves  are  quite  satisfied  with  the  result.  They 
no  longer  complain  about  the  husband's  drinking  and  they 
feel  that  this  is  not  a  major  disruptive  factor  in  the  marriage. 
This  2vas  a  major  complaint  when  they  first  entered  therapy. 
The  other  items  shown  in  Table  2  are  essentially  self  ex- 
planatory. 

Although  this  is  strictly  a  clinical  report,  it  has  implications 
for  our  better  understanding  of  alcoholism.  This  illness  can 
no  longer  be  seen  in  terms  of  intrapsychic  dynamics  alone. 

Review  of  the  Literature 

Myerson^  has  already  drawn  attention  to  the  importance 
of  interrupting  the  dependency  relationship  of  certain  male 
alcoholics.  In  the  successful  case  described  in  his  paper,  a 
social  worker  kept  contact  with  the  alcoholic  patient  and  the 
psychiatrist  followed  the  wife  in  psychotherapy.  She  was 
helped  to  give  up  the  protective  and  dominant  role  and  the 
patient  took  over  many  husbandly  duties  within  the  marriage 
and  gave  up  alcohol.  In  the  wife's  therapeutic  work  her  mas- 
culine wishes  and  dominating  tendencies  were  discussed. 
Myerson  points  out  that  the  wife  must  see  that  her  husband's 
attitudes  provoke  her  into  protecting  him.  She  must  be  sup- 
ported not  to  protect  him,  and  he  warns  that  one  must  watch 
for  developing  depression  in  her  and  excessive  hostility  in 
him.  Myerson  believes  that  only  later  the  therapist  can  dis- 
cuss with  the  wife  her  masochim,  her  guilt,  her  masculinity 
and  her  desire  for  a  weak  man. 

Igersheimer^  described  group  psychotherapy  for  six  non- 
alcoholic wives  of  alcoholics  who  were  handled  in  a  closed 
group  for  five  months.  His  impression  was  that  the  alcoholism 
of  the  husbands  was  not  substantially  affected,  however,  one 
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joined  Alcoholics  Anonymous,  one  sought  psychiatric  therapy, 
two  were  described  as  showing  greater  maturity  and  inde- 
pendence, and  one  reopened  contact  with  the  clinic. 

Pixley  and  Stiefel  ^  described  "group  therapy  designed  to 
meet  the  needs  of  the  alcoholic's  wife."  In  all  these  cases 
the  husbands  were  currently  in  therapy  and  an  attempt  was 
made  to  consider  the  wives  as  patients  in  their  own  right.  The 
authors  report  early  resistances,  a  tendency  to  retreat  to 
"safe"  topics  and  demonstration  of  the  underlying  masochims 
in  these  women.  After  a  few  months,  the  husbands  tended  to 
show  symptomatic  improvement  and  it  was  concluded  that 
apparently  the  wives'  behavior  was  less  provocative  and 
destructive. 

Bailey^  has  described  the  family  agency's  role  in  treating 
the  wife  of  an  alcoholic.  She  reports  that  15%  to  20%  of 
agency  applications  are  the  result  of  alcoholism  and  that 
frequently  such  applications  come  from  the  non-alcoholic 
wife.  Often  such  families  show  the  outward  signs  of  sta- 
bility. In  the  agency  contacts,  the  wife  needs  to  be  helped  to 
develop  the  conviction  that  she  did  not  make,  and  thus  can- 
not unmake,  the  alcoholic.  Then,  says  Bailey,  she  can  abandon 
attempts  directly  to  attack  the  drinking.  She  needs  help 
not  to  hide  the  liquor  and  to  stop  protecting  her  husband. 
Bailey  points  out  that  alcoholics  arouse  hostility,  anxiety  and 
protectiveness  in  people,  and  that  the  wife's  protective  be- 
havior tends  to  reinforce  the  alcoholic's  "illusion  of  omnipo- 
tence." She  m.ust  be  supported  so  that  she  can  allow  him  to 
drink  and  let  him  experience  the  consequence  of  his  drink- 
ing. Later  she  may  find  the  sober  husband  more  difficult  than 
the  drinking  one.  Alcoholics  Anonymous  may  take  up  a  great 
deal  of  his  time  and  she  may  have  much  difficulty  in  re- 
linquishing attitudes  of  responsibility  and  authority. 

In  an  earlier  paper,  Bailey^  pointed  out  that  there  are  two 
hypotheses.  One  is  that  women  with  certain  personality  types 
select  alcoholics.  The  other  is  that  women  undergoing  similar 
stress  experiences  will  manifest  neurotic  traits  in  common. 
Bailey  believes  that  in  case  of  the  second  concept  the  wife 
is  less  likely  to  resist  self  examination  and  educational 
measures. 

I  think  it  would  be  a  pity  to  develop  an  "either  or"  attitude 
about  this  matter.  It  may  well  be  that  in  some  women  the 
intrapsychic  and  characterological  factors  are  more  import- 
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ant,  while  in  others  the  stress  of  being  married  to  an  alcoholic 
may  be  the  major  one  to  create  the  present  picture  in  which 
the  alcoholic's  wife  may  seem  to  resemble  many  other  alco- 
holics' wives. 

Clifford  ^,  in  a  study  of  the  wives  of  rehabilitated  and  un- 
rehabilitated  alcoholics,  found  that  there  were  measurable 
differences  to  be  demonstrated.  Those  whose  husbands  were 
no  longer  drinking  were  concerned  about  the  effect  of  this 
on  the  family  and  they  all  accepted  a  measure  of  personal 
responsibility.  All  of  them  had  searched  for  some  means  of 
controlling  the  drinking,  they  wondered  about  their  own 
adequacy  and  they  felt  a  loss  of  social  status.  These  women 
were  also  conscious  that  the  alcoholic  husband  was  dependent 
upon  them.  None  of  these  features  was  to  be  found  with  the 
same  frequency  in  the  group  whose  husbands  were  still  drink- 
ing. Interestingly  enough,  Clifford  reported  that  the  wives 
whose  husbands  had  stopped  drinking  still  had  anxiety  about 
the  maintenance  of  sobriety,  yet  tended  to  look  back  to  the 
alcoholism  with  some  nostalgia.  They  seemed  disappointed 
at  the  changes  in  their  husbands  who  were  felt  now  to  be 
less  tractable,  less  amiable,  and  to  show  more  temper  out- 
bursts. Apparently  now  the  wives  had  to  try  to  suppress  their 
resentment  of  this,  whereas  in  the  old  days  they  could  be  less 
inhibited.  Clifford's  conclusion  is  that  rehabilitation  is  less 
likely  where  the  wife  is  indifferent  to  the  effects  of  the  hus- 
band's alcoholism  upon  her  children  and  is  unaware  of  any 
personal  responsibility  for  his  drinking.  Of  course,  this  points 
up  the  fact  that  every  time  we  deal  with  wives  who  seek 
assistance  because  of  their  husband's  drinking  we  are  study- 
ing a  special  type  of  woman  because  of  the  self  selection.  This 
is  almost  certainly  a  factor  in  the  Al-Anon  members  studied 
by  Jackson.^*'  She  sees  the  behavior  of  the  wife  as  "a  reaction 
to  a  cumulative  crisis  in  which  the  wife  experiences  pro- 
gressively more  stress." 

Kogan,  Fordyce  and  Jackson^^  studied  a  similar  group  and 
compared  them  with  matched  wives  whose  husbands  had  no 
alcoholic  problem.  These  Al-Anon  members  all  had  husbands 
who  were  still  drinking.  The  Al-Anon  members  showed  higher 
anxiety  scores  and  evidence  of  more  personality  disturbance, 
but  there  were  no  identifiable  patterns  of  personality  func- 
tion. The  authors  concluded  that  women  of  various  person- 
ality types  are  married  to  alcoholics  of  various  personality 
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types.  However,  they  admit  that  Al-Anon  members  may 
represent  a  special  type  that  seeks  help  and  they  raise  the 
possibility  that  personality  breakdowns  occur  in  wives  when 
alcoholics  stop  drinking.  This  latter  phenomenon  is  certainly 
one  that  seems  supported  by  clinical  evidence. 

Kogan,  Fordyce  and  Jackson^'^  studied  a  similar  group  and 
now  with  reference  to  their  role  perceptions,  found  that  the 
wives  of  the  alcoholics  more  frequently  than  the  wives  of 
non-alcoholics  perceive  the  husbands,  whether  still  drinking 
or  not,  as  being  socially  undesirable,  lacking  in  emotional 
warmth,  and  characterized  by  such  traits  as  being  gloomy, 
distrustful,  bitter  and  resentful.  Self  descriptions  by  these 
women  stressed  their  passivity,  submissiveness,  and  adher- 
ence to  stereotyped  feminine  and  wifely  roles. 

Discussion 

The  clinical  material  on  which  this  paper  is  based  does  not 
answer  the  questions  raised  in  the  foregoing  review.  It  is 
impossible  from  study  of  the  alcoholic's  wife  (at  the  time 
that  her  husband  has  already  become  an  alcoholic)  to  state 
that  her  tendency  to  be  dominant,  to  take  over  the  masculine 
role,  to  be  masochistic  yet  protective,  and  to  deny  her  own 
dependent  needs  are  all  primary  and  represent  life-long  pat- 
terns rather  than  reactions  to  the  stress  which  has  been 
pressuring  her  for  many  years.  This  question  will  probably 
only  be  resolved  by  research  studies  of  a  prospective  nature 
rather  than  retrospective  ones.  On  the  other  hand,  the  evi- 
dence uncovered  by  clinical  psychiatric  study  is  that  there 
are  major  similarities  to  be  found  in  the  wives  of  alcoholics. 
Our  attempts  to  use  therapy,  ranging  from  simple  counseling 
to  intensive  individual  therapy,  have  seemed  to  have  major 
influences  upon  the  alcoholic,  even  though  he  himself  has  not 
necessarily  been  treated  whatsoever. 

Seemingly  (whether  as  a  primary  personality  pattern  or 
as  a  defensive  reaction)  the  wife  has  adapted  to  the  husband's 
drinking  and  has  entered  an  emotional  homeostasis  which 
tends  to  perpetuate  the  drinking.  Measures  which  may  be  taken 
to  throw  this  out  of  balance  are  those  described  in  this  paper. 
Their  considerable  effectiveness  opens  up  therapeutic  promise 
in  an  otherwise  difficult  field.  Also  this  raises  additional  evi- 
dence for  the  thesis  that  alcoholism  occurs  in  interpersonal 
relationships  and  is  not  something  to  be  understood  in  terms 
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of  intrapsychic  dynamics  alone. 

An  important  conclusion  is  that  brief  counseling  techniques 
should  be  tried  more  often  as  they  paid  off  with  a  good  degree 
of  success.  Admittedly  these  were  specially  selected  cases  — 
the  technique  was  offered  to  eight  women  in  all.  Two  ex- 
pressed disinterest  in  even  a  few  meetings.  The  other  six  were 
intelligent,  anxious  to  maintain  the  marriage,  often  con- 
cerned about  the  effect  of  the  husband's  drinking  on  children 
and  worried  about  their  role  in  the  whole  mess.  Only  one 
woman  quit  when  the  focus  on  her  became  apparent.  Of  the 
remaining  five,  a  good  effect  was  reached  in  four  instances. 
As  the  method  is  relatively  economical  of  the  therapist's 
time,  I  want  to  advocate  its  trial  in  a  higher  percentage  of 
women  seeking  help  with  a  drinking  husband. 

Summary 

When  married  alcoholic  males  failed  to  accept  the  existence 
of  a  drinking  problem  or  refused  therapy,  their  wives  were 
offered  treatment  themselves. 

This  was  done  in  44  instances.  Six  women  refused  to  par- 
ticipate and  six  more  dropped  out  of  therapy  prematurely. 
The  importance  of  de-emphasizing  the  personal  therapy  as- 
pects in  early  stages  of  treatment  became  apparent. 

Of  the  32  instances  in  which  a  fair  trial  was  given  to  the 
method,  a  substantial  change  within  the  alcoholic  man  be- 
came apparent  16  times.  Such  changes  included  acceptance 
of  the  existence  of  a  drinking  problem,  stopping  drinking, 
joining  Alcoholics  Anonymous  or  seeking  psychotherapy  for 
himself. 

A  few  of  the  wives  reported  no  real  change  in  the  hus- 
band, yet  they  themselves  felt  less  bothered  by  and  con- 
cerned about  his  drinking. 

The  most  significant  of  such  changes  seemed  to  appear 
when  the  wife  could  become  more  accepting  of  her  own 
dependent  needs.  Then  she  was  less  likely  to  require  the  de- 
fense that  she  was  the  strong  member  of  the  marriage  and  her 
drunken  husband  the  weak  member.  This  seemed  to  upset 
the  familial  homeostasis  and  to  promote  a  tendency  to  some 
change  within  the  husband. 

The  development  of  insight  into  these  mechanisms  on  the 
part  of  the  wife  was  helpful  but  by  no  means  essential.  In- 
deed, the  relative  efficacy  of  even  quite  brief  counseling  of 
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the  wife  suggests  the  need  for  further  trial  of  this  technique 
in  all  cases  where  a  wife  wants  help  with  an  alcoholic  hus- 
band who  refuses  to  seek  therapy  himself. 
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id  you  know  that  electric  shock  treatment  has  been 
recommended  in  the  Hterature  as  being  curative  or  palliative 
in  the  following  conditions :  acute  delirium ;  acute  psj^chosis 
in  military  personnel ;  anxiety  neurotics ;  allergic  asthma ; 
acute  fatal  catatonia ;  acute  psychotic  exhaustion  states ; 
acrodynia ;  anorexia  nervosa ;  acute  mania ;  bronchial  asthma ; 
back-ward  schizophrenia ;  catatonic  schizophrenia ;  chronic 
psychoneurosis ;  conversion  depressions ;  chronic  states  as  a 
substitute  for  endogenous  depression ;  Cotard's  syndrome ; 
control  of  grand  mal  epilepsy;  clouding  of  consciousness; 
depressive  components  in  general  practice;  depressive  syn- 
dromes; dystonic  vegetative  depression;  depression  in  defici- 
ency disease;  epileptic  stupors;  epileptic  twilight  states; 
epileptic  behavior  disorders;  endogenous  depression;  general 
paralysis ;  grief  reactions ;  gestational  depressions ;  hyper- 
tension in  essential  hypertension ;  intractable  pain  as  an 
equivalent  of  endogenous  depression ;  impotency  and  frigidity ; 
involutional  depressions ;  involutional  psychosis ;  Morgagni- 
Morel  syndrome  (endostosis  frontalis  interna)  ;  mental  dis- 
turbances associated  with  multiple  sclerosis,  Parkinsonism, 
cerebral  vascular  accident ;  central  nervous  system  syphilis ; 
marriage  neurosis ;  neuro-dermatitis ;  narcotic  addiction ;  neu- 
rosis; new  admissions  in  general;  oneirophrenia;  obsessional 
neurotics ;  obsessive  compulsive  neurosis ;  post-traumatic  Kon- 
sakoff's  syndrome;  Parkinson's  disease;  pain  in  gastroduo- 
denal  ulcer;  psychosis  with  cerebral  spastic  paralysis; 
premenstrual  tension  syndrome;  pseudoneurotic  depressive 
equivalents ;  psychotic  symptoms  of  post-encephalitis ;  psycho- 
neurosis  ;  paranoid  schizophrenia ;  painful  phantom  limb, 
psychosis  in  psychopathic  personality ;  psychoneurosis  based 
on  organic  element ;  puerperal  psychosis ;  recurrent  manic 
states ;  rheumatoid  arthritis ;  senile  affective  states ;  senile 
paranoid  states;  schizoid  constitution;  schizophrenics  in  gen- 
eral; schizophrenic  episodes  in  mental  deficiency;  trigeminal 
neuralgia ;  alteration  of  awareness ;  agitation ;  impairment  of 
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appetite;  anxiety;  depression;  excessive  dream  tendency;  ex- 
citement; feelings  of  inferiority;  hyperactivity;  exaggerated 
introspection;  malingering;  any  disorder  of  mood;  disorders 
of  psychomotor  activity ;  psychosomatic  symptoms ;  psycho- 
motor instability;  disorders  of  sleep;  tension;  negativism; 
melancholia;  nihilistic  delusions  and  psychogenic  mutism? 

Besides  its  therapeutic  versatility,  shock  treatment  has  also 
been  recommended  as:  an  anesthetic  in  dental  extractions 
and  transorbital  lobotomy ;  and  as  a  diagnostic  instrument  in 
epilepsy. 


NOTE :  This  information  was  gleaned  from  a  review  of  the  major 
English  language  psychiatric  periodicals  over  a  period  of  ap- 
proximately three  years  in  the  early  1950's. 
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Patterns  of  Mental  Disturbance  in  the  Negro 

By 
M.  M.  ViTOLS,  M.D. 

Superintendent 
Cherry  Hospital,  Goldsboro,  N.  C. 

X  here  has  been  an  increasing  awareness  of  the  signifi- 
cance of  the  interplay  between  intra-psychic  and  social  factors 
in  the  pathogenesis  of  the  emotional  and  mental  disorders.  In 
the  evaluation  of  a  patient  not  everything  can  be  explained 
on  purely  psychodynamic  grounds  and  the  emotionally  and 
mentally  ill  persons  can  be  only  understood  by  considering 
the  state  of  "health"  of  the  social  field  in  which  that  particu- 
lar patient  lives. ^  There  are  relatively  few  statistical  data 
regarding  mental  illnesses  giving  consideration  to  racial  dif- 
ferences and  incidence  of  mental  disorder  among  racial  and 
ethnic  groups.  Relatively  very  few  deal  with  mental  illness  in 
the  Negro  race. 

In  the  past  the  Negro  has  been  usually  regarded  as  belong- 
ing to  the  lower  socio-economic  class  in  spite  of  the  fact  that 
the  Negroes  do  have  very  distinct  middle  and  upper  classes. 
However,  historically  the  family  structure  of  the  American 
Negro  cannot  be  overlooked.  Basically  it  is  a  matriarchal 
family  and  as  far  back  as  slavery  times  the  mother  is  more 
or  less  the  center  of  the  family.  Marriage  has  been  and  is  un- 
stable and  the  father  has  been  more  or  less  emotionally  de- 
based from  the  family.  Even  now  the  Negro  woman  generally 
has  a  better  chance  for  steady  and  sustained  employment  and 
is  recognized  as  a  responsible  member  of  the  family,  and  this 
is  especially  true  in  the  lower  class.^  The  Negro  husband  and 
father  still  plays  a  secondary  role  and  is  regarded  as  unstable 
and  unreliable.  These  factors  have  a  great  deal  of  influence 
on  the  growing  Negro  child.  The  mother  is  working  and  also 
burdened  with  responsibilities,  and  is  frustrated  in  her  role. 
She  usually  is  working  away  from  home  and  so  the  intense 
dependence  upon  the  mother  in  early  childhood  is  very  much 
frustrated,  and  the  child  develops  much  hostile  dependence 
toward  the  mother,  the  father  being  more  or  less  emotionally 
absent  even  when  physically  present.  This  provides  great 
difficulties  in  self  image,  identification  and  ego  ideal.  The  early 
frustration  and  difficiilties  in  establishing  positive  object  re- 
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lationships  and  realistic  external  pressures  specific  for  the 
Negro  race  may  provide  a  predisposition  for  emotional  and 
mental  disorders. 

These  specific  genetic,  dynamic  as  well  as  cultural  factors 
may  contribute  towards  a  different  pattern  of  mental  disturb- 
ance in  the  Negro.  At  the  same  time  accessory  symptoms  of 
mental  illness  such  as  hallucinations  and  delusions,  as  pointed 
out  by  Weinstein'^,  may  depend  in  part  on  cultural  influence 
and  are  very  much  a  part  of  the  fabric  of  the  society  in  which 
they  occur.  Patients  through  the  highly  condensed  symbol — 
hallucinations  and/or  delusions — not  only  express  feelings  but 
also  give  form  and  substance  to  feelings,  being  identified  with 
some  culture  value. 

This  has  been  true  in  our  work  and  observation  in  dealing 
with  Negro  patients,  where  until  July,  1965,  Cherry  Hospital 
served  the  entire  Negro  population  of  the  State  of  North 
Carolina,  while  the  three  other  hospitals  served  by  regions 
the  white  population. 

The  clinical  impression  was  that  there  were  more  schizo- 
phrenic first  admissions  among  Negroes  than  among  first  ad- 
missions at  the  other  hospitals.  The  first  survey  was  made 
for  the  year  1957-58  and  the  results  are  in  Table  I,  first  item. 

Table  I 

Schizophrenic  Reaction  %  Among  the  First  Admissions 
Year  Umstead  Cherry  Broughton      Dorothea  Dix 


1957-58  26.3  49:3  24.0  9.7 

1960-61  13.4  41.3  20.6  10.4 

1962-63  13.8  38.8  14.9  7.9 

1963-64  9.7  34.0  9.3  8.4 

Cherry  Hospital  shows  that  of  the  first  admissions  49.3  were 
schizophrenics  when  the  average  in  the  other  hospitals  was 
only  20%.  The  percentage  of  first  admissions  doesn't  actually 
indicate  the  occurrence  of  schizophrenia,  and  therefore,  it  was 
computed  on  a  rate  of  100,000  population,  as  seen  in  Table  II. 

Table  II 

Rate  of  Schizophrenia  for  100,000  population 
Year  White  Negro 


1957-58  16  26.9 

1960-61  14.5  29.8 

1962-63  14.5  33.7 

1963-64  12.6  29.0 
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For  the  year  1957-58  the  rate  was  16  for  the  white  but  26.9 
for  the  Negro.  The  1960  census  was  not  available  and  it  was 
computed  on  the  basis  that  North  Carolina  has  %  white  and 
V-t  Negro  population.  The  follow-up  for  the  year,  as  seen  in 
Tables  I  and  II,  still  shows  a  higher  percentage  of  Negro 
schizophrenics  among  the  first  admissions  and  as  well  in- 
creased ratio  of  incidence  of  schizophrenia  among  Negroes. 
This  indicates  that  the  incidence  of  schizophrenia  in  the  Negro 
is  substantially  higher.  Even  by  chi  square  analj^sis  this  dif- 
ference could  be  due  to  chance  less  than  one  time  in  a  thou- 
sand. This  kind  of  incidence  of  schizophrenia  in  the  Negro  is 
also  substantiated  by  other  authors,  Ripley  and  Wolf,^  who 
reported  4.9  times  as  frequent  occurrence  of  mental  illness 
among  Negro  troops  as  in  white  troops.  There  are  other  ref- 
erences concerning  it  such  as  Frumkin"  and  Faris-Dunham.*^ 
The  more  substantial  data  is  from  the  State  of  New  York 
where  Malzberg'  reported  an  average  schizophrenia  rate  of 
100.1  per  100,000  population  in  the  Negro  as  contrasted  to  the 
rate  of  32.2  in  whites. 

Certain  mental  disorders  such  as  schizophrenia  are  more 
prevalent  in  the  lower  socio-economic  group®  in  races  other 
than  Negro  but  it  is  felt  that  the  genetic  and  dynamic  forces 
stemming  from  the  specific  family  structure  exposed  the  Negro 
to  great  and  frequent  frustrations  from  early  childhood.  These 
specific  forces  in  the  Negro  closely  interrelated  with  cultural, 
interpersonal  and  economic  pressures  are  stress  factors  and 
may  be  responsible  for  the  higher  incidence  of  schizophrenia 
in  the  Negro  race.'' 

Also,  the  cultural  influence  can  be  seen  in  the  higher  inci- 
dence of  hallucinations  and  Negroes'  preoccupation  with  color 
in  the  delusional  material. 

In  a  survey  of  110  white  and  128  Negro  schizophrenics,'"  as 
seen  in  Table  III,  there  was  a  significant  difterence  in  the 
occurrence  of  hallucinations  between  the  white  and  Negro 
schizophrenics,  the  delusions  being  of  no  significant  difference. 

Table  III 

No.         Delusions       Visual.  Hall.     Aud.  Hall. 


White  schizophrenics  110         69   (63%)         14  (13%)         38  (35%) 

Negro  schizophrenics  128         75  (59%)         39  (30%)         73   (57%) 

It  is  possible  that  the  more  frequent  occurrence  of  halluci- 
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nations  among  the  Negro  schizophrenics  might  be  accepted  as 
indicative  of  a  more  severe  or  florid  illness.  The  schizophrenic 
process  might  be  more  severe  among  Negroes  than  among 
whites  on  account  of  the  previously  discussed  factors  in  the 
Negro  family  structures  and  culture.  Also,  because  the  Negro 
society  of  the  low  class  is  considerably^  more  tolerant  of  devi- 
ant behavior,  the  patient  may  be  referred  much  later  to  the 
hospital.  The  data  showed  that  38.5  ^  of  Negro  schizophrenics 
entered  the  hospital  after  the  schizophrenic  process  was  pres- 
ent for  one  year  or  more.^  Among  this  particular  schizophrenic 
group  15  Negro  schizophrenics  had  delusions  of  a  whole  or 
partial  white  lineage  that  were  counter  to  reality.  None  of  the 
white  schizophrenics  had  delusions  of  being  colored.  Explana- 
tion of  this  difference  on  purely  psychodynamic  grounds  is 
difficult  to  maintain.  Delusions  of  being  white  in  Southern 
Negroes  might  be  considered  to  be  grandeur,  but  it  would  be 
depressive  and  self  punitive  for  the  Southern  white  to  have 
delusions  of  being  Negro.  However,  depressive  and  self  de- 
preciatory delusions  are  certainly  frequent  in  white  schizo- 
phrenics. There  is  good  dynamic  basis  for  delusions  of  being 
colored  among  whites  as  for  delusions  of  being  white  among 
Negroes,  but  there  are  two  factors  in  the  Southern  Negro 
culture  which  might  presage  delusions  of  white  color  in 
schizoprhenia.  First  of  all  there  is  a  day  to  day  concern  with 
racial  characteristics  of  Negroes.  The  dark  skinned  persons 
are  seen  as  having  lower  status,  where  light  skinned  Negroes, 
especially  those  who  can  pass  as  white,  as  seen  until  recently, 
lost  their  sense  of  belonging  to  either  race  and  became  more 
and  more  alienated  and  hostile.  Often  a  child  who  is  light 
skinned  in  a  dark  skinned  family  develops  through  fantasy  a 
different  father,  commonly  a  prominent  person,  usually  white, 
and  this  makes  great  difficulties  in  the  formation  of  ego  ideal 
as  well  as  identification,  and  it  might  be  expected  that  such 
conflict  might  be  manifested  in  the  psychotic  productions. 

The  jokes  among  Southern  Negroes  reveal  this  deep  seated 
conflict  and  preoccupation  with  racial  relations."  There  is 
recent  evidence  that  the  schizophrenics  who  produce  halluci- 
nations may  have  had  a  deficit  in  learning  and  perceptual 
tasks  prior  to  the  illness,  so  showing  a  cognitive  predisposition 
for  eventual  reporting  of  auditory  hallucinations  in  schizo- 
phrenia.i^  This  may  be  consistent  with  our  data**  that  53.2% 
of  the  Negro  schizophrenics  showed  less  than  6th  grade  edu- 
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cation  and  79%  were  without  any  special  vocational  skills,  so 
indicating  that  Negro  schizophrenics  came  mostly''  from  the 
lower  socio-economic  group  with  concomitant  emotional  pov- 
erty. 

Depression 

Some  veteran  Southern  psychiatrists  with  extensive  ex- 
perience in  treating  Negroes  feel  that  depression  and  suicide 
is  very  uncommon.  Our  experience  with  Negro  patients  has 
been  the  same  and  until  recently  only  3  suicides  had  been 
recorded  in  Cheny  Hospital's  80-year  history.  Also,  very 
seldom  has  a  psychotic  depressive  Negro  been  admitted  to 
the  hospital.  The  questions  still  remain  whether  depression 
is  considered  an  adequate  reason  for  hospitalization  and 
whether  depressed  Negroes  seek  and  find  medical  care. 

Consideration  of  psychotic  depressive  reactions  as  in  Tables 
IV  and  V  indicates  they  are  less  common  in  Southern  Negroes 
than  Southern  whites,  or  Northern  Negroes. 


Table  IV 

Psychotic  Depressive 

Reaction 

1957-58 
1960-61 
1962-63 
1963-64 

Umstead 

1.4 
1.8 
3.0 

Cherry 

.1 
1.8 

.9 
1.2 

Broughton 

4.0 
3.0 
3.6 
2.9 

Dorothea  Dix 

4.6 
4.0 
2.6 
2.5 

It  should  be  also  pointed  out  that  depression  is  common 
among  whites  and  many  depressed  patients  are  treated  at 
other  facilities.  Therefore,  the  difference  might  even  be  much 
higher. 

Table  V 

Suicide  per  100,000  population 

White 

New  England 
South   Atlantic 
East  South  Central 
West  South  Central 

Table  V  shows^^  that  the  suicidal  rate  among  the  Southern 
Negroes  is  much  lower  and  has  been  reported  as  low  as  14 
the  rate  of  Southern  whites.  However,  as  seen  in  the  Table 
suicide  in  the  north  is  about  the  same  in  the  two  races.  This 
random  observation  suggests  that  among  Southern  Negroes, 


10.4 

11.9 

9.9 

9.4 

Non-white 

9.2 

4.0 

2.8 

3.2 
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suicide  and  almost  certainly  depression,  are  at  least  as  un- 
common as  comparative  statistics  show. 

According  to  the  psychodynamic  theory  the  usual  event  pre- 
cipitating depression  is  experience  of  loss  and  this  loss  might 
be  real  or  fantasied,  concrete  or  symbolic.  Such  loss  usually 
involves  prestige,  esteem,  real  goods  or  an  ambivalently  loved 
person.  With  the  loss  there  is  frustration  which  causes  anger 
which  cannot  be  expressed  directly  either  because  the  object 
is  missing  or  because  of  some  negative  sanctions.  In  the  ab- 
sence of  adequate  expression  the  anger  is  likely  to  turn  against 
the  self  and  the  person  then  castigates  himself  with  re- 
proaches that  would  more  suit  the  lost  object.  This  is  the  core 
of  theory  as  stated  by  Freud.  Going  from  this  point  one  may 
say  that  the  Southern  Negro  has  less  to  lose  and  is  less  apt 
to  lose. 

Prestige :  In  areas  of  possible  loss  there  is  prestige,  of  which 
the  Negro  has  had  less  in  the  South  than  in  the  North.  Pres- 
tige in  the  South  is  gained  in  the  eyes  of  the  community 
through  faithful  service.  However,  Negroes  in  the  North 
where  they  are  distinctly  a  minority,  find  themselves  in  con- 
tact with  the  whites  at  every  turn,  and  the  Northern  Negro's 
prestige  is  more  or  less  defined  by  white  concepts.  In  the 
South,  on  the  other  hand,  the  Negroes  are  not  always  in  a 
minority.  There  is  little  necessity  or  less  opportunity  for  the 
Negro  to  compete  for  prestige  according  to  the  white  standard, 
and  in  this  setting  the  Negro  derives  the  bulk  of  his  prestige 
from  his  standing  in  the  local  Negro  community  and  not  from 
the  total  community.  Certain  innate  characteristics  such  as 
light  skin  and  straight  hair  may  be  prestigeful  in  themselves. 

Self  Esteem:  Self  esteem  in  the  white  culture  is  a  compli- 
cated factor,  however,  it  is  not  the  same  in  the  Southern 
Negro,  where  he  must  do  "good  things"  to  feel  well  about 
himself,  but  these  things  are  relatively  simple  acts,  and  the 
opportunitjT^  to  perform  them  is  usually  available.  Beyond  this 
the  Southern  Negro  in  the  past  apparently  did  not  require 
much  of  himself. 

Real  Goods:  The  same  thing  applies  to  Real  Goods  and 
generally  in  the  past  Southern  Negroes  on  the  whole  have 
had  fewer  real  goods  than  Northern  Negroes  or  the  Southern 
whites.  To  lose  even  a  few  goods  it  might  be  argued  would  be 
more  tragic.  This  is  true  but  the  loss  is  tragic  in  concrete 
rather  than  in  symbolic  sense.  The  loser  is  more  likely  to 
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experience  cold  or  hunger  than  mental  depression.  Complex 
symbolic  depression  is  actually  forestalled  by  biological  neces- 
sity. 

Love  Objects:  We  can  say  that  the  Southern  Negro  prob- 
ably has  as  many  love  objects  and  truly  loves  them  as  dearly 
as  do  the  Southern  whites,  and  as  the  Northern  Negro  loves 
theirs.  However,  Kardiner^^  questions  how  intense  the  Negro's 
object  relationships  may  be. 

Defenses  Against  Loss:  The  Southern  Negro  has  some 
potent  means  of  assuaging  such  losses  as  in  his  basic  attitudes, 
especially  in  the  area  of  expectation.  The  Southern  Negro  in 
the  past  has  had  very  little;  and  through  experience  he  has 
learned  to  limit  his  expectation  and  finally  his  wants.  This 
might  account  in  part  for  the  comfortable  folk  belief  that  the 
Southern  Negro  has  had  limited  expectations  and  this  stands 
him  in  good  stead  in  times  of  loss. 

Another  attitude  is  prevalent  which  is  difficult  to  name  but 
which  consists  of  both  denial  and  identification  with  the 
aggressor.  This  is  most  evident  in  a  different  kind  of  humor 
in  which  the  Southern  Negro  seems  to  poke  fun  at  himself. 

Also,  the  religion  of  the  Southern  Negro  has  taken  its  own 
flavor  and  generally  speaking  is  more  fundamentalistic  than 
that  of  his  white  counterpart.  His  religious  practices  seem  to 
protect  the  Southern  Negro  from  depression  in  several  ways. 
First,  it  provides  a  rich  opportunity  for  adequate  grieving  for 
the  deceased.  With  copious  and  tangible  expression  of  mourn- 
ing, the  Southern  Negro  also  accepts  the  religious  teaching  in 
a  more  concrete  and  literal  sense.  The  deceased  is  regarded  as 
having  been  simultaneously  relieved  of  burdens  and  rewarded 
by  entry  into  Heaven. 

The  Negro  still  has  the  extended  family  where,  in  spite 
of  rapid  changes  towards  the  more  national  norm,  the  South- 
ern Negro  family,  as  pointed  out  before,  traditionally  revolves 
around  the  mother.  The  children  who  marry  and  move  away 
tend  to  establish  homes  as  satellites  around  the  home  or 
origin.  Thus,  matrilineally  the  extended  family  is  still  a  close 
knit  unit.  The  deaths  and  other  losses  tend  to  be  borne  by  a 
group  rather  than  by  an  isolated  individual. 

Also,  the  use  of  oppression  in  the  past  offered  the  Southern 
Negro  a  special  psychological  boon.  Oppression  in  the  past  as 
it  existed  in  the  South  was  more  consistent,  more  palatable 
and  the  myth  of  the  "bogey  man"  is  used  by  the  Negro  to 


26         N.  C.  JOURNAL  OF  MENTAL  HEALTH 

threaten  children.  This  fantasy  of  a  bad  man  implanted  in 
childhood  seems  continuous  with  the  adult  Negro's  concep- 
tion of  the  white.  Whites,  on  the  other  hand,  expect  laziness, 
unreliability,  etc.  in  the  Negro  who  finds  enough  confirmation 
or  rationalization  to  maintain  this  expectation.  So  each  group 
is  enabled  to  use  the  other  as  a  scapegoat.  What  is  more  im- 
portant is  that  with  this  projective  mechanism  ready  for  ac- 
tion, the  Negro  has  no  difficulty  in  locating  the  source  of  mis- 
fortune, i.e.  a  sense  of  "badness"  outside  himself,  so  the  re- 
sponsibility is  easily  disowned,  which  is  actually  a  converse  of 
the  introjective  mechanism  fundamental  to  depression. ^"^ 

However,  with  the  Civil  Rights  movement  and  more  em- 
phasis on  individual  rights  and  responsibilities  we  have  ob- 
served in  the  past  year  that  Negro  patients  have  begun  to 
present  themselves  with  neurotic  depression  for  treatment. 
There  were  only  three  suicides  reported  in  the  hospital  since 
its  beginning  in  1881.  However,  after  a  successful  suicide  in 
1963  the  hospital  introduced  suicidal  precautions  on  all  wards 
as  a  necessity  with  the  occurrence  of  more  frequent  suicidal 
threats  by  Negro  patients.  Depression  was  once  known  as  the 
English  Malady  and  in  the  United  States  it  could  be  called 
the  White  Man's  Malady,  and  the  prediction  is,  as  the  Negro 
comes  to  share  more  fully  the  white  man's  culture  he  also 
will  share  this  malady. 

Alcoholis7n 

As  seen  in  Table  VI  the  Negro  alcoholic,  the  Negro  popula- 
tion being  14  of  the  state  population,  shows  relatively  fewer 
admissions  to  the  North  Carolina  mental  health  facilities  for 
treatment  of  alcoholism. 

Table  VI 

Alcoholic  Admissions  to  N.C.  Mental  Hospitals 
Year  Total  Negro 

1961  48~  903 

1962  64  1070 

1963  92  1240 

1964  135  1707 

1965  132  (Regional)         2702 

Of  course,  these  data  do  not  reflect  the  true  incidence  of  alco- 
holism ;  but  clearly  indicate  that  the  Negro  is  referred  less  for 
treatment  of  alcoholism  to  the  facilities.  Due  to  the  previously 
outlined  specific  socio-cultural  patterns  there  is  much  greater 
tolerance  toward  any  abnormal  behavior  in  the  Negro  family 
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and  community  and  the  Negro  alcoholic  is  no  exception.  Also, 
in  general  the  attitude  toward  the  Negro  alcoholic  is  different 
and  he  is  either  placed  in  jail  to  sober  up  or  regarded  as  not 
needing  any  specific  treatment. 

Historically  alcoholic  beverages  were  accepted  and  approved 
by  the  colonists.  Drunkenness,  however,  was  not  tolerated,  but 
from  the  early  period  when  the  American  Indians  and  Negroes 
were  prohibited  from  drinking  alcohol,  the  main  reason  given 
was  fear  of  violence  in  public  when  intoxicated.  However,  it 
did  not  prevent  the  Negroes  and  similar  groups  from  obtain- 
ing alcohol.  Early  reports^"  indicate  that  before  the  Civil  War 
the  Negro  was  considered  childish,  irresponsible,  shiftless, 
lazy  and  addicted  to  excessive  use  of  alcohol,  and  even  General 
Robert  E.  Lee^^^  made  a  statement  carrying  this  implication. 
With  the  beginning  of  the  20th  century  there  was  overall  con- 
cern about  the  use  of  alcohol  by  the  total  population  and  also 
concern  about  drinking  among  Negroes,  and  prominent  Negro 
leaders^'  pointed  out  that  drinking  is  the  most  serious  prob- 
lem confronting  the  Negro  communities,  having  a  dispropor- 
tionate number  in  the  grip  of  alcoholism. 

The  data  indicates  the  onset  of  acute  and  persistent  alco- 
holism starts  at  an  earlier  age  in  the  Negro  than  in  the 
white.  While  the  white  is  experimenting  with  his  drinking 
patterns  between  the  ages  of  15  and  20  or  later,  the  Negro 
alcoholic  might  show  a  fairly  consistent  and  many  times 
severe  addiction  during  the  early  teens  or  middle  teens.  A 
survey  in  an  all-Negro  high  school  and  also  a  white  high  school 
showed  the  Negro  students  having  a  disproportionately  higher 
number  of  students  dependent  on  alcohol. 

The  Negro  alcoholics  show  that  they  drink  alcoholic  bever- 
ages along  social  class  lines.  However,  in  his  drinking  pattern 
the  Negro  is  predominantly  a  weekend  drinker.  The  male 
Negro  alcoholics  in  our  observation  rarely  mention  social 
drinking  and  to  a  great  extent  drinking  is  considered  an  ex- 
clusive male  activity.  The  Negro  alcoholic  accepts  his  hospi- 
talization much  more  gracefully  and  is  less  demanding  and 
less  manipulative  on  the  ward.  He  also  shows  fewer  psycho- 
somatic complaints  or  other  various  neurotic  defenses  during 
the  hospitalization.  In  a  recent  survey  comparing  the  white 
and  Negro  alcoholic  it  was  shown  that  marital  instability  was 
28.6%  in  the  Negro  but  51.7%  in  the  white  alcoholic,  the 
control  group  showing  7.7%.  On  superficial  glance  it  appears 
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that  the  Negro  is  more  stable  in  the  marriage,  however,  this 
is  a  misconception  for  the  marital  instability  is  based  on  data 
about  divorce  and  separation.  The  Negro  male,  especially  in 
the  lower  socio-economic  group,  is  emotionally  debased  from 
the  wife  and  family.  Even  if  he  is  absent  for  weeks  and 
months,  even  years,  he  still  may  be  regarded  as  married  and 
accepted  as  such  by  the  family.  Therefore,  the  data  concern- 
ing separation  and  divorce  rates  alone  do  not  reveal  the  true 
incidence  of  male  absences  or  instabilities  in  the  Negro  family. 

The  so-called  alcoholic  blackout  appears  to  be  less  prominent 
or  frequent  in  the  Negro  alcoholic.  Our  experience  shows  that 
this  occurrence  was  about  20%  in  the  Negro  as  contrasted 
with  35%  in  the  white.  We  might  assume  that  guilt  for  using 
alcohol  and  the  concomitant  behavior  is  less  in  the  Negro 
than  in  the  white  alcoholic,  as  it  is  interesting  to  note  that 
there  have  been  very  few  depressions  or  suicidal  attempts 
among  Negro  alcoholics,  while  the  white  alcoholic  group  is 
well  known  to  have  this  very  common  occurrence. 

The  observation  on  a  fully  integrated  alcoholic  program  at 
this  hospital  in  the  past  year  has  shown  that  the  Negro  alco- 
holic has  started,  while  in  the  hospital,  to  assume  more  or 
less  the  white  alcoholic's  behavior  on  the  form  of  complaints 
and  manipulation.^'^ 

An  attempt  has  been  made  in  this  paper  to  indicate  the 
different  patterns  of  mental  disturbances  in  Negroes  as  com- 
pared with  whites.  As  it  can  be  seen  the  Negro  actually  re- 
flects in  these  mental  disturbances  the  historical  specific 
cultural  socio-economic  factors  inseparable  from  the  psycho- 
dynamic  aspects.  The  specific  family  structure  of  the  Negro 
appears  not  only  to  be  a  causative  factor  in  the  mental  dis- 
turbance but  may  also  serve  as  the  buffering  factor,  especially 
in  depression.  It  is  interesting  to  note  that  the  matriarchal 
family  of  the  Negro  is  substantiated  in  a  different  way.^^  The 
data  from  Maryland  show  the  lower  hospital  but  higher  clinic 
admission  rate  among  Negro  women,  raising  the  question 
about  the  more  dominant  female  role  in  the  economic  struc- 
ture of  the  Negro  family.  Actually,  one  may  say  that  the 
outward  manifestations  of  the  emotional  and  mental  disturb- 
ances is  not  the  basic  problem.  The  problem  actually  is  the 
man's  adaptive  mechanism  to  inner  and  outer  stresses  he  is 
exposed  to.  The  Negro  shows  a  specific  adaptive  mechanism 
but  at  the  same  time  as  already  indicated  these  patterns  of 
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adaptation  are  subject  to  change  and  in  depression  and  alco- 
holism are  undergoing  changes  already.  As  a  prediction  by 
the  author  it  is  felt  that  the  more  the  Negro  comes  to  share 
fully  the  white  man's  culture  and  society  the  more  he  will  also 
share  the  patterns  of  mental  disturbance  of  the  white. 
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X  he  hypothesis  that  retardates  are  inherently  more  rigid 
in  their  cognitive  functioning  than  are  normals  of  the  same 
MA  was  first  advanced  by  Lewin  (1936)  and  later  subjected 
to  experimental  test  by  Kounin  (1941).  At  present,  consider- 
able controversy  exists  concerning  the  nature  of  cognitive 
rigidity  in  mentally  retarded  children.  Rigidity  in  the  retarded 
has  been  attributed  to  the  following:  a  lack  of  permeability 
of  the  boundaries  within  the  elements  of  cognitive  structure 
(Kounin,  1941)  ;  critical  and  subcortical  lesions  (Goldstein, 
1942) ;  a  lack  of  differentiation  in  cognitive  development 
(Werner,  1948) ;  the  inability  to  satiate  neural  activity  (Spitz 
and  Blackman,  1959) ;  the  disruption  of  inhibitory  processes 
(Siegel  and  Foshee,  1960)  ;  and  the  relative  strength  of  vari- 
ous motivational  variables  such  as  reinforcement  in  the  ex- 
perimental situation  (Zigler,  1962;  Shallenberger  and  Zigler, 
1961 ;  Shepps  and  Zigler,  1962) ;  the  type  of  reward  (Zigler 
and  Unell,  1962) ;  and  social  class  (Zigler  and  de  Labry,  1962). 
Although  it  is  of  considerable  educational  importance,  the 
authors  were  unable  to  find  any  attempts,  by  specific  training 
procedures,  to  increase  the  cognitive  flexibility  of  retarded 
children.  Nevertheless,  several  experiments  have  been  con- 
ducted which  suggest  that  training  in  specific  cognitive 
processes,  e.g.,  fluency  and  concept  formation,  facilitates  the 
performance  of  retarded  children  on  various  test  variables 
(Rouse,  1962;  McDonald,  1964).  For  example,  McDonald  has 
shown  that  training  in  similarities  and  differences  is  effective 
in  improving  concept  formation  in  educable  retarded  children, 
and  that  this  improvement  is  accompanied  by  a  trend  toward 
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increased  intelligence.  Her  results  suggest  that  retarded  chil- 
dren can  be  taught  to  reason  and  generalize  by  procedures 
that  stress  basic  cognitive  processes  rather  than  the  tradi- 
tional content  of  subject  matter  (McDonald,  1964). 

In  like  manner,  it  is  tenable  that  retarded  children  can  be 
taught  to  adopt  more  flexible  approaches  in  problem  solving 
by  procedures  which  emphasize  conceptual  shifting  rather 
than  the  acquisition  of  specific  information.  Therefore,  the 
major  purpose  of  this  study  was  to  develop  a  cognitive  train- 
ing program  designed  to  provide  retarded  and  normal  sub- 
jects with  reinforced  practice  in  making  various  cognitive 
shifts  and  to  test  its  effectiveness  in  increasing  their  perform- 
ance on  both  flexibility-type  tasks  and  general  intelligence 
tests.  Secondly,  it  was  hoped  that  the  comparison  of  retarded 
and  normal  subjects  on  flexibility  test  variables  and  their 
differential  response  to  training  would  provide  additional  in- 
formation concerning  the  rigidity  hypotheses  for  retarded 
children. 

METHOD 
The  Test  Battery 

Since  established  instruments  measuring  cognitive  flexibil- 
ity in  children  were  not  available,  it  was  necessary  that 
special  tests  be  developed  for  this  purpose.  A  review  of  the 
factor  analytic  literature  concerning  flexibility  in  adults,  as 
well  as  the  experimental  tasks  employed  with  mentally  re- 
tarded and  normal  children,  suggested  that  the  behaviors 
relevant  to  the  construct  could  be  divided  into  three  general 
areas :  perceptual  flexibility,  defined  as  the  ability  to  re-order 
a  stimulus  array  in  several  ways;  conceptual  flexibility,  de- 
fined as  the  ability  to  re-order  or  categorize  concepts  in  sev- 
eral ways;  the  spontaneous  flexibility,  defined  as  the  ability 
to  shift  between  ideas  or  concepts  in  the  rapid  production  of 
information  (McKinney,  1966). 

In  a  preliminary  study,  nine  types  of  tests  hypothesized  to 
measure  flexibility  in  each  of  these  areas  were  constructed  by 
the  authors  and  were  administered  to  46  educable  retarded 
and  normal  subjects  with  a  mean  MA  of  82.11  months  (Mc- 
Kinney, 1966) .  The  test  data  were  subjected  to  a  factor  analy- 
sis, and  the  hypothesis  of  a  general  factor  was  supported.  In 
order  to  reduce  the  time  for  administration  and  to  provide 
the  most  accurate  measurement  of  the  CF  (Cognitive  Flexi- 
bility) factor,  the  test  battery  was  reduced  to  five  tests,  and 
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optimal  multiple-regression  weights  were  computed.  Cognitive 
flexibility  was  then  operationally  defined  as  the  weighted  sum 
of  scores  on  the  tests  described  below. 

Test  1 :  Stencil  Design.  Flexibility  as  measured  by  this  test 
was  assumed  to  involve  the  ability  to  shift  perceptually  in 
terms  of  figure-ground  relationships  (Corter,  1952;  Spitz  and 
Blackman,  1959).  Subjects  were  shown  a  test  figure  and  were 
asked  to  reproduce  the  design  by  putting  together  several  of 
the  stencils  before  them.  The  stencils  were  circles  with  three- 
inch  radii  cut  from  colored  cardboard  sheets.  The  test  was 
composed  of  15  items  which  increased  in  difficulty  according 
to  the  number  of  stencils  required  and  the  complexity  of  the 
figure-ground  arrangement. 

Test  2:  Embedded  Figures.  Tests  involving  concealed  fig- 
ures have  consistently  loaded  on  flexibility  factors  (Frick  et 
al.,  1951;  Dingman,  1958;  Chown,  1959).  Presumably,  per- 
formance on  this  test  is  related  to  the  ability  to  break  a 
Gestalt  down  into  its  parts  and  to  shift  in  the  organization  of 
part-whole  relationships.  The  test  was  composed  of  ten  items. 
Each  item  consisted  of  a  complete  design  or  object  drawn  on 
a  5x8  inch  card  with  several  parts  of  the  figure  represented 
on  the  same  card.  Subjects  were  asked  to  locate  each  part  in 
the  complex  figure  above  it. 

Test  3:  Picture  Anomalies.  Flexibility  as  measured  by  this 
test  has  been  attributed  to  the  ability  to  shift  one's  set  sud- 
denly when  confronted  by  the  unexpected  in  the  form  of  dis- 
sonant information  (Corter,  1952).  The  test  was  composed 
of  20  anomalies  which  were  represented  in  pictures  drawn  on 
5x8  inch  cards.  Some  items  involved  massing  parts,  e.g.,  a  dog 
without  an  ear;  others  involved  inappropriate  relationships, 
e.g.,  a  mouse  chasing  a  cat.  Subjects  were  asked  to  tell  what 
was  wrong  in  each  picture. 

Test  U:  Object  Sorting.  Flexibility  as  measured  by  this  test 
was  assumed  to  involve  the  ability  to  shift  concepts.  Concept 
shifting  tasks  have  been  consistently  applied  as  definitions  of 
flexibility  for  both  retarded  and  normal  groups  (Kounin, 
1941;  Zigler,  1962).  Subjects  were  required  to  restructure 
the  same  group  of  stimuli  according  to  several  principles.  The 
test  was  composed  of  eight  items.  Each  item  was  constructed 
from  several  wooden  blocks  cut  in  different  shapes  and 
painted  different  colors.  Subjects  were  asked  to  sort  the  blocks 
into  several  piles  such  that  all  of  the  blocks  in  each  pile  were 
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alike  in  some  way.  After  the  initial  sorting,  the  subjects  were 
asked  to  sort  them  according  to  another  principle.  Difficulty 
level  varied  according  to  the  types  of  concepts  employed  and 
the  number  of  principles  involved  in  sorting. 

Test  5:  Tell  About  This.  Presumably,  successful  perform- 
ance on  this  test  requires  a  rapid  shift  in  the  production  of 
ideas.  In  this  sense,  the  Tell  About  This  test  seems  to  be  re- 
lated to  several  of  Guilford's  flexibility-fluency  tests  such  as 
Brick  Uses  and  Object  Synthesis  (Frick  et  al.,  1959).  Also, 
rigidity  as  displayed  on  this  test  seems  to  be  related  to  the 
number  of  different  characteristics  one  perceives  for  common 
objects  and  consequently  to  the  concept  of  functional  fixed- 
ness (Dunker,  1945).  The  test  was  composed  of  five  common 
objects  for  which  the  subjects  were  asked  to  name  as  many 
characteristics  as  they  could  in  one  minute. 

The  means  and  standard  deviations  of  the  CF  subtests  and 
the  CF  total  score  are  presented  in  Table  2,  The  test-retest 
reliabilities  of  the  CF  subtests  ranged  from  .725  to  .904,  and 
the  internal  consistencies  ranged  from  .727  to  .932.  The  CF 
factor  loadings  for  each  subtest  ranged  from  .588  to  .812.  For 
a  complete  description  of  test  development,  see  McKinney 
(1966). 

The  Training  Program 

Since  the  general  goal  of  training  was  to  provide  practice 
in  shifting,  it  was  considered  necessary  that  a  large  number 
of  different  exercises  employing  a  variety  of  materials  be 
used.  It  was  believed  that  such  a  program  would  prevent  the 
formation  of  simple  response  sets  and  would  thus  require  the 
subject  to  shift  across  materials  as  well  as  within  materials. 

In  order  that  such  an  arrangement  might  be  achieved,  the 
three  general  areas  of  training,  i.e.,  perceptual,  conceptual 
and  spontaneous  flexibility,  were  subdivided  into  two  kinds 
of  exercises  for  each  area.  The  types  of  exercises  included  in 
the  perceptual  area  were  figure-ground  reversal  and  embedded 
figures.  The  figure-ground  reversal  exercises  included  such 
tasks  as  coloring  or  pasting  various  figures  and  then  reversing 
the  configuration;  verbal  responses  to  reversible  figures,  e.g., 
the  Rubin- Vase-Profile ;  and  the  selection  of  figure-ground 
opposites  in  multiple-choice  problems.  The  embedded  figures 
exercises  consisted  of  finding  common  objects  hidden  in  a  more 
complex  array,  the  hiding  and  finding  of  various  abstract 
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figures  drawn  on  plastic  overlays,  and  multiple-choice  prob- 
lems. The  types  of  exercises  included  in  the  conceptual  area 
were  similiarities-differences  and  concept  shifting.  The  exer- 
cises in  concept  shifting  consisted  of  sorting  and  classifica- 
tion tasks  in  which  the  subjects  ordered  both  concrete  and 
abstract  materials  according  to  some  general  principle  and 
then  were  required  to  shift  principles.  Exercises  in  opposites 
and  analogies  were  also  included  in  the  conceptual  area.  The 
exercises  in  spontaneous  flexibility  included  tasks  in  both 
structured  and  unstructured  fluency  such  as  class  naming, 
rhymes,  and  cancellation. 

In  conjunction  with  each  type  of  exercise,  an  effort  was 
made  to  teach  the  appropriate  verbal  concepts  such  as 
"figure,"  "ground,"  "part,"  "whole,"  "alike,"  "different."  The 
instructions  for  each  exercise  emphasized  change  or  shift, 
e.g.,  "Do  it  another  way.  Put  them  together  a  new  way  that 
is  different  from  the  way  you  have  them  here."  To  insure 
maximum  variation,  no  specific  type  was  given  two  days  in 
succession.  Positive  reinforcement  was  given  verbally  and 
applied  liberally.  Whenever  possible,  corrective  feedback  was 
given  immediately  on  both  group  and  individual  bases.  Fre- 
quent prompting  of  responses  was  employed  as  a  device  to 
facilitate  responding,  to  maintain  rapport,  and  to  encourage 
attempts  with  difficult  items.  Review  of  concepts  and  pro- 
cedures, using  materials  from  previous  exercises,  was  held 
briefly  before  beginning  each  new  exercise.  Throughout  the 
program,  care  was  taken  to  insure  that  all  training  materials 
were  independent  of  test  materials. 

SUBJECTS  AND  PROCEDURE 

The  subjects  were  32  educable  retarded  and  32  normal  chil- 
dren who  attended  special  education  classes  and  kindergarten. 
Two  classes  of  each  group  of  children  were  used.  Subjects 
were  without  previous  institutional  experience. 

All  subjects  were  individually  pre-tested  with  the  Stanford- 
Binet  Intelhgence  Scale  (SB),  Form  L-M,  and  the  Cognitive 
Flexibility  Test  (OF).  The  four  groups  were  then  matched  on 
MA  and  sex.  In  accordance  with  the  matching  procedure,  16 
subjects  were  selected  for  each  group.  Half  were  boys  and 
half  were  girls.  The  means  and  standard  deviations  of  the 
CA's,  MA's,  IQ's,  and  CF  total  scores  for  each  group  are  given 
in   Table    1.    To   insure   that   the    groups    were   adequately 
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Table  1 

The  Mean  and  Standard  Deviation  of  Each  Pre-test  Variable 
for  the  Retarded  and  Bright  Normal  Groups 


Group 

N 

CA 

MA 

IQ 

OF 

X 

124.19 

81.25 

65.75 

467.25 

RE 

16 

s 

14.09 

10.19 

5.86 

140.85 

X 

126.00 

80.56 

65.06 

417.25 

RC 

16 

s 

11.48 

9.89 

8.28 

114.90 

X 

69.69 

78.00 

113.56 

488.06 

NE 

16 

s 

4.53 

6.78 

11.59 

131.03 

X 

69.81 

80.56 

117.37 

501.56 

NO 

16 

s 

4.17 

9.44 

15.86 

115.69 

matched,  an  Analysis  of  Variance  of  the  pre-test  MA's  for 
each  group  was  carried  out,  and  the  resulting  F-ratio 
(F=0.389)  was  nonsignificant. 

The  experimental  groups  received  CF  training  in  30  to  45 
minute  sessions  for  20  days.  The  control  groups  participated 
in  their  usual  classroom  activities  but  did  not  receive  CF 
training.  One  of  the  authors  conducted  the  exercises  each 
day  except  for  two  days  during  which  the  teachers  had  charge 
of  training. 

At  the  end  of  training,  all  subjects  were  re-tested  with  the 
SB  and  the  CF  test  in  approximately  the  same  order  in  which 
they  were  pre-tested. 

RESULTS 

The  means  and  standard  deviations  of  the  pre-test  CF  sub- 
tests and  CF  total  scores  for  the  retarded  and  normal  groups 
are  given  in  Table  2.  The  mean  difference  in  CF  total  scores 
between  the  retarded  and  normal  groups  was  52.56.  Since  this 
difference  was  significant  at  the  .05  level,  it  was  necessary 
that  the  hypothesis  of  no  difference  in  initial  flexibility  be- 
tween the  retarded  and  normal  groups  be  rejected. 

As  shown  in  Table  2,  the  mean  score  for  the  normal  group 
on  each  CF  subtest  was  consistently  higher  than  that  for  the 
retarded  group.  However,  the  only  such  difference  that  was 
significant  was  on  the  Object  Sorting  subtest,  although  the 
differences  observed  for  the  Stencil  Design  and  Tell  About 
This  subtests  approached  significance. 
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Table  2 

The  Mean  and  Standard  Deviation  of  Each  CF  Subtest  and  CF  Total 
Score  for  the  Retarded  and  Bright  Normal  Groups 

Retarded       Bright  Normal 


Test                           X 

s 

X 

s 

Xi, 

t 

Stencil    Design                 8.50 

5.29 

10.37 

5.72 

1.87 

1.357 

n.s, 

Embedded  Figures         17.84 

4.83 

18.87 

4.24 

1.03 

.906 

n.s, 

Picture   Anomalies        23.44 

6.98 

24.12 

4.22 

.68 

.471 

n.s. 

Object   Sorting               17.28 

6.55 

22.03 

8.49 

4.75 

2.504 

** 

Tell   About   This            18.62 

5.00 

20.78 

6.06 

2.16 

1.555 

n.s. 

CF  Total                       442.25 

129.07 

494.81 

121.78 

52.56 

1.675 

* 

n.s,  =  not  significant  —  P>,05 

*   =  significant  —  P<.05 

**   =  significant  —  P<.01 

The  means  and  standard  deviations  of  change  scores  in 
each  test  variable  are  presented  in  Table  3.  The  mean  change 
in  CF  total  score  for  the  retarded  experimental  group  was 
137.80,  and  that  for  the  normal  experimental  group  was  152.94. 
Both  of  these  means  were  highly  significant  (P<.001).  The 
mean  change  in  CF  total  score  for  the  retarded  control  group 
was  31.87,  and  that  for  the  normal  control  group  was  52.69. 
The  mean  change  in  the  retarded  group  was  not  significantly 
difi'erent  from  zero;  however,  the  change  in  the  normal  con- 
trol group  was  significant  at  the  .001  level. 

A  summary  of  the  Analysis  of  Variance  of  Improvement  in 
CF  total  scores  is  given  in  Table  4.^  As  Table  4  shows,  the 
F-ratio  for  treatment  effects  was  highly  significant  (P<.0005). 
However,  the  F-ratio  for  group  effects  as  well  as  that  for 
interaction  failed  to  approach  significance.  Individual  com- 
parisons were  made  between  the  mean  improvement  for  the 
retarded  experimental  group  and  the  normal  experimental 
group  as  well  as  between  the  retarded  control  group  and  the 
normal  control  group.  The  t-ratio  for  the  experimental  group 
comparison  was  0.573,  and  that  for  the  control  group  compari- 
son was  1.474.  Neither  ratio  was  significant  at  the  .05  level. 

As  Table  3  shows,  the  two  experimental  groups  showed  sig- 
nificant improvement  in  all  CF  subtest  variables  with  one 
exception,  that  the  retarded  experimental  group  failed  to 
show  a  significant  increase  on  the  Stencil  Design  subtest.  The 
retarded    control    group    failed    to    demonstrate    significant 


^  Since  one  S  in  the  retarded  experimental  group  moved  during  the 
post-test  phase,  his  CF  score  was  estimated  by  using  the  group  mean 
for  the  post-test  CF  scores.  Accordingly,  one  d.f.  was  substracted  from 
both  the  total  and  error  d.f.'s. 
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Table  4 

The  Analysis  of  Variance  of  Change  in  CF  Factor  Scores 

Source  SS  df  MS                       F 

Treatments  170,053.14  1  170,053.14             43.209**** 

Groups  5,166.02  1  5,166.02               1.313  ns 

Interaction  129.39  1  129.39               0.033  ns 

Error  232,198.56  59  3,935.57 

Total  407,547.11  62  ■ 

ns     =  not  significant  —  P>.05 
****   =  significant  —  P<.0005 

changes  on  all  test  variables  except  Stencil  Design.  The  mean 
change  on  this  subtest  was  significant  at  the  .05  level.  Like- 
wise, the  normal  control  group  failed  to  improve  on  all  test 
variables  except  the  Picture  Anomalies  subtest.  The  mean 
change  on  this  subtest  was  significant  at  the  .001  level. 

The  mean  increase  in  IQ  for  the  retarded  experimental 
group  was  6.25,  and  the  corresponding  increase  for  the  normal 
experimental  group  was  10.19.  The  mean  for  the  retarded 
experimental  group  was  significantly  different  from  zero  at 
the  .001  level,  while  that  for  the  normal  experimental  group 
was  significant  at  the  .01  level.  The  mean  change  in  IQ  for 
the  retarded  control  group  was  2.12,  and  that  for  the  normal 
control  group  was  2.44.  Neither  mean  difference  approached 
significance  at  the  .05  level. 

A  summary  of  the  Analysis  of  Variance  of  change  in  IQ  is 
presented  in  Table  5.  As  Table  5  shows,  the  treatment  effects 
were  significant  at  the  ,01  level ;  however,  the  F-ratios  for  the 
group  effects  and  interaction  were  not  significant.  In  addition, 
individual  comparisons  between  the  mean  change  for  the  ex- 
perimental groups  as  well  as  those  for  the  control  groups 
were  not  statistically  significant.  The  t-ratio  for  the  experi- 
mental group  comparison  was  1.671,  and  that  for  the  control 
group  comparison  was  0.173. 

Table  5 

The  Analysis  of  Variance  of  Change  in  IQ 

Source 
Treatments 
Groups 
Interaction 
Error 
Total 

ns  =  not  significant  —  P  .05 
**  =  significant  —  P  .01 


SS 

df 

MS 

F 

564.06 

1 

564.06 

8.033  ** 

72.25 

1 

72.25 

1.029  ns 

52.60 

1 

52.60 

0.749  ns 

4213.09 

60 

70.22 

4902.00 

63 
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DISCUSSION 

One  objective  of  this  study  was  to  test  the  general  hypo- 
thesis that  normal  children  are  more  flexible  than  are  retarded 
children  of  the  same  MA,  Inspection  of  Table  2  indicates  that 
the  difference  between  the  mean  pre-test  CF  total  scores  for 
the  normal  and  retarded  groups  was  significant  at  the  .05 
level.  However,  when  the  performance  of  these  two  groups  on 
the  CF  subtests  was  compared,  significant  differences  were 
found  only  for  the  Object  Sorting  subtest.  Therefore,  the  dif- 
ferences between  the  mean  pre-test  CF  total  scores  for  the 
normal  and  retarded  groups  may  be  attributed  to  differences 
between  the  two  groups  on  the  Object  Sorting  subtest,  and  to 
a  lesser  degree,  to  differences  in  the  Stencil  Design  and  Tell 
About  This  subtests. 

These  results  suggest  that  differences  in  cognitive  flexibility 
between  normal  and  retarded  children  of  the  same  MA  are 
due  primarily  to  differences  in  their  ability  to  shift  concepts. 
Thus,  the  results  of  this  study  support  the  conclusions  of 
previous  research  finding  greater  difficulty  in  concept  shift- 
ing among  retardates  as  compared  to  normals  (Kounin,  1941 ; 
Bolles,  1937 ;  Kerstvedt  et  al.,  1954 ;  Haplin,  1958 ;  Silverstein 
et  al.,  1963). 

However,  several  limitations  must  be  imposed  on  the  gen- 
erality of  these  findings.  First,  it  may  be  argued  that  the 
normal  group  was  not  truly  "normal"  in  the  sense  that  the 
mean  IQ's  of  the  normal  experimental  and  control  groups 
were  in  the  bright  normal  range  (113.56  and  117.37,  respec- 
tively. Secondly,  the  retarded  and  normal  groups  were  not 
matched  for  social  class.  The  normal  group  was  composed  pri- 
marily of  middle  class  children,  and  the  retarded  group  of 
lower  middle  and  upper  lower  class  children.  Since  some  re- 
search shows  social  class  to  be  an  important  variable  con- 
tributing to  differences  between  normal  and  retarded  children 
on  various  cognitive  tasks  (Zigler  and  de  Labry,  1962),  the 
finding  that  the  normal  groups  employed  in  this  study  were 
more  flexible  than  the  retarded  groups  when  matched  on  MA 
must  be  considered  equivocal. 

The  second  objective  of  this  experiment  was  to  test  the 
hypothesis  that  special  training  procedures  designed  to  pro- 
vide practice  in  shifting  would  increase  the  cognitive  flexi- 
bility of  retarded  and  normal  groups.  As  Tables  3  and  4  show, 
this  hypothesis  was  confirmed.  Therefore,  one  can  conclude 
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that  the  training  program  was  effective  in  producing  signifi- 
cant increases  in  flexibility  in  the  experimental  groups,  and 
that  these  increases  were  significantly  greater  than  those  ob- 
served in  the  control  groups. 

In  addition  to  the  hypothesis  that  the  training  program 
would  produce  significant  increases  in  flexibility  in  both  ex- 
perimental groups,  it  was  predicted  that  the  retarded  and 
normal  groups  would  respond  differently  to  training,  i.e.,  the 
mean  improvement  in  the  retarded  group  would  be  different 
from  that  in  the  normal  group.  As  Table  4  shows,  the  group 
effect  for  the  Analysis  of  Variance  of  improvement  in  CF 
total  score  was  not  statistically  significant.  Therefore,  it  was 
concluded  that  there  was  no  difference  between  the  normal 
and  retarded  groups  in  improvement. 

According  to  the  Lewin-Kounin  theory  of  retardation,  the 
retarded  child  is  assumed  to  be  dynamically  different  from  the 
normal  child  of  the  same  MA  in  that  the  boundaries  between 
his  cognitive  structures  are  less  permeable,  thus  rendering 
his  cognitive  system  less  fluid  and  more  rigid  (Kounin,  1941). 
It  follows,  therefore,  that  the  retarded  S's  cognitive  system 
would  be  more  resistant  to  change  than  would  be  normal  sub- 
jects, insomuch  as  change  implies  movement  within  the  sys- 
tem. Thus,  according  to  the  Lewin-Kounin  position,  one  would 
predict  that  the  normal  group  would  show  greater  improve- 
ment following  training  than  would  the  retarded  group.  Since 
this  prediction  was  not  verified,  some  doubt  must  be  cast  on 
the  validity  of  the  Lewin-Kounin  theory  of  rigidity.  On  the 
other  hand,  these  results  seem  to  imply  that  although  retarded 
children  demonstrate  greater  difficulty  in  performing  cogni- 
tive shifts  than  do  normals  of  the  same  MA,  the  retarded 
child  is  nevertheless  capable  of  producing  the  same  relative 
change  in  his  cognitive  structure  as  the  normal  child.  In  this 
sense,  therefore,  he  is  not  inherently  more  rigid  than  the 
normal  child  of  the  same  MA. 

The  third  major  objective  of  the  study  was  to  test  the  hypo- 
thesis that  the  effects  of  CF  training  would  generalize  to  other 
areas  of  cognitive  functioning  and  thus  would  facilitate 
improvement  on  cognitive  tasks  which  were  independent  of 
training.  As  Tables  3  and  5  demonstrate,  highly  significant 
improvement  scores  in  IQ  were  observed  for  the  experimental 
groups.  Similarly,  the  Analysis  of  Variance  of  improvement 
in  IQ  shows  a  highly  significant  treatment  effect  with  non- 
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significant  group  and  interaction  effects.  Consequently,  it  was 
concluded  that  the  training  program  was  effective  in  produc- 
ing significant  increases  in  IQ  for  the  experimental  groups, 
and  that  the  mean  increase  in  IQ  for  the  experimental  groups 
was  significantly  greater  than  that  for  the  control  groups. 
Further,  it  was  concluded  that  there  were  no  significant  dif- 
ferences in  improvement  in  IQ  between  the  normal  and  re- 
tarded groups. 

Unfortunately,  these  conclusions  must  be  interpreted  in  the 
light  of  several  limitations.  First,  as  discussed  previously,  the 
retarded  and  normal  groups  were  not  matched  for  social  class 
nor  for  etiology.  Also,  since  the  physical  requirements  of  the 
experimental  situation  permitted  no  contact  with  the  control 
groups  during  the  training  period,  the  possibility  exists  that 
some  of  the  improvement  that  was  observed  in  the  experi- 
mental groups  might  be  due  to  the  establishment  of  greater 
rapport  with  these  groups  during  the  training  period. 

Nevertheless,  these  results  may  be  interpreted  as  providing 
support  for  the  assertion  that  retarded  and  normal  children 
can  be  trained  to  adopt  more  flexible  approaches  in  problem 
solving.  In  this  respect,  it  can  be  argued  that  such  training 
has  a  high  degree  of  generality.  This  implies  that  such  train- 
ing is  more  "basic"  in  terms  of  cognitive  functioning  than 
procedures  which  stress  the  acquisition  of  specific  skills.  Thus, 
the  individual  seems  to  learn  not  only  what  responses  are 
appropriate  or  inappropriate  but,  more  importantly,  how  to 
modify  his  behavior. 
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